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RHINOSCLEROMA—A CLINICAL 
PERSPECTIVE 


By H. J. SHAW,* (London), and HAYES MARTIN,+ (New York) 


THE purpose of this report is to place on record ten cases of rhinoscleroma 
admitted to the Head and Neck Service of the Memorial Hospital, New 
York, and there personally observed by one of us (H.M.) over a period of 
33 years (1927 to 1960). All were referred to the latter institution with a 
tentative diagnosis of cancer of the nasal cavity, pharynx or larynx. When 
compared to cancer of this particular region, the incidence of rhinoscleroma 
is so rare as to be of little significance from the practical standpoint of 
differential diagnosis; nevertheless, their similarity in clinical appearance 
at first sight may lead the average physician to refer all such cases to a 
cancer clinic or cancer therapist. The present report is of some significance as 
containing the largest collection of personally observed and verified cases 
of rhinoscleroma hitherto reported from the United States. 


Definition 
In the early papers describing this disease, it was always considered to 
be primary in the nose and hence was called “ Rhinoscleroma’’. Many 
workers later took exception to this term, claiming rightly that the disease 
may affect all parts of the respiratory tract, and implying that it may also 
begin in other sites such as the larynx and pharynx. 
But since the disease is principally one affecting the nose and nasal 
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passages and because we believe these sites to be always primarily involved, 
we would advocate a return to the use of the term ‘“‘Rhinoscleroma” 
instead of ‘“‘Scleroma’’ which was adopted officially by the International 
Congress of Otolaryngology in Madrid in 1932. Thereby we feel that 
accuracy and clarity are better served. “‘Scleroma’’ without the indicative 
prefix may cause confusion with such diseases as Sclerema, Scleredema, 
Scleroderma, Multiple Sclerosis, Sclerosing Tumours, etc. 


Historical Note and Review of Literature 


Rhinoscleroma has now been a well-recognized human affliction for 
some go years, being first described by Von Hebra in 1870. But despite 
the early recognition of its histology by Mikulicz in 1876 and of its 
infective nature by Von Frisch in 1882, knowledge of its etiology and 
curative treatment has advanced very slowly since the nineteenth century. 
By contrast, the pattern of its epidemiology is now well-established through 
the evidence of world-wide investigation during the first half of the present 
century. 

In the majority of cases reported over recent years, detailed follow-up 
has been short; seldom more than 3-4 years in many of the cases reported 
as “‘cures’’. And in consequence the true seriousness of the disease is apt 
to be understated despite its well-known relapsing nature. 

Another of the principal characteristics of those reports is that the 
series of cases were collected and discussed in general terms rather than 
personally observed and treated. For example, one of the largest series 
reported is from Guatemala (Quevedo, 1949), but there is no claim that all 
the patients were observed by the author, or that he himself gave any of 
the treatment. Other large series reported from the U.S.S.R. and Central 
America may be subjected to similar criticism: Block (1938)—128 cases; 
Reyes (1954)—200 cases; Lucchesi (1955)—198 cases. More recently, 
however, there have been some notable exceptions to this in the personal 
observation for periods of up to 18 years of as many as 85 cases studied 
and treated in Indonesia, mainly on the island of Celebes (Oomen, 1952; 
Kouwenaar, 1956; Bartels, 1956). 

In the United States most reports have concerned the personal obser- 
vation of individuals or small groups of cases only. A few of these have 
included a longer than usual follow-up. Morrison (1938) described three 
cases followed over a period of seven years, two of which ended fatally 
despite active treatment. Dixon (1942) records a patient having a 40 
year history of rhinoscleroma, and after treating him personally for eight 
years he felt that the disease was arrested. Olsen (1950) reported three 
early cases, successfully treated by local surgery with subsequent irradia- 
tion and followed for 6 years with apparent arrest of the disease. In 
particular, the interesting and instructive reports by Hara et al (1947) and 
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Hara (1957) with a 10 year follow-up of seven affected members of one 
Mexican family, will also be referred to under subsequent headings. 


Etiology 
General Incidence 

Rhinoscleroma is fortunately a rare condition in the United States and 
Western Europe and even more so in the United Kingdom, but recent 
reports suggest that an increasing number of cases are being reported in 
the former country, including a substantial proportion among native-born 
individuals. This has been stated as upwards of 25 per cent. in a recent 
survey (McKibben and Bayliss, 1955). Two cases in the present series 
were born and brought up in New York State, without any evidence of 
their having lived outside the United States. 

Up to the 1939-1945 War, the disease was almost unknown in the 
United Kingdom, but refugees from eastern Europe at this time, and the 
facility of modern travel have slightly increased the number of cases. 
Only two native-born cases who never left the United Kingdom have so far 
been fully described (Lucas and Negus, 1942; Lund, 1960). 

It is also rare in comparison to head and neck cancer in these countries. 
On the Head and Neck Service of Memorial Hospital the ratio is about 
I : 1,000 or 1,500 cancer cases. 

Geographic Distribution 

Although sporadic cases are seen in all parts of the world, there are 
about eight principal areas where the disease is certainly endemic and 
which have in common the environmental factors favourable to the spread 
of rhinoscleroma (Oomen, 1952). The countries mainly concerned are 
Poland, Hungary, South-Western Russia, Central America, Indonesia and 
Egypt. In the latter country Handousa (1958) reports an average of 40 
cases seen per annum at one hospital. And it is characteristic of this 
disease that within these countries, the rhinoscleromatous areas tend to 
remain well-defined and often quite small. For example, the extremely high 
incidence in the very small district of Kasuratan on the island of Celebes 
(Bartels, 1956); and the evidence of Lucchesi (1955) that the great majority 
of patients in Colombia came from only two neighbouring provinces. 

The largest geographic foci of the disease on the American continent 
being in Central and South America, it might be expected that the majority 
of our cases would be natives of these regions, particularly Guatemala, 
El Salvador or Mexico. In fact, as shown in Table I, most of our cases were 
emigrants from eastern Europe or Russia, and one patient was a native of 
Southern Europe. 


Age and Sex 


The disease would seem to occur mainly in young adults, although it 
has been observed at almost any age. In the present series the range is from 
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20-55 years on first attendance at Memorial Hospital, the youngest being 
17 years old at the first onset of symptoms. In the series reported by 
Quevedo (1949) a range of 8-68 years was given. 

Most writers report a greater incidence of the disease among females, 
However, in our series a ratio of 4 : 1—males : females parallels that of 
Quevedo who reported a sex ratio of 3 : 2 also with male preponderance, 


The recent report by Lucchesi (1955) of 198 cases finds the sex incidence to 
be about equal. 


Contagious Nature 


The disease occurs far more frequently among the indigent and less 
hygienic sections of the population, especially in communities with 
serious over-crowding in the home. Prolonged house-relationship is 
apparently the decisive factor in transmission of disease but despite the 
increasing number of cases reported, there have been few attempts to 
establish the source of contact. 

In our patients it has been difficult to obtain any true evaluation of 
their social circumstances and environment at the time of first exposure to 
infection, but by deduction, they would all appear to have spent their 
earlier years in considerable poverty. However, one patient (case 7), a 
young American born in New York State, said that his Italian godmother, 
who took care of him as a child, ‘‘had some kind of trouble with her nose 
and could not breathe through it’’. He also stated that she was highly 
affectionate and frequently fondled him a great deal. In this case evidence 
of direct contact with a foreign-born person was strong and would explain 
how the disease might occur in the native-born American. 

Another of our patients (case 6) was also a young American who subse- 
quently died of his disease. Both he and his brother had rhinoscleroma at the 
same time, details being reported elsewhere (Cunning, 1947). So far as we can 
establish he was of Polish or Russian descent, but he had not lived outside 
the United States. In his case, no history of a familial contact was obtained. 

Recent authors from both the New World and the Old cite many 
examples of the disease occurring in members of the same family (Quevedo, 
1949: Hara et al, 1947: Hara, 1957: Curkovi¢, 1950). Block (1938) reporting 
128 cases from rural communities in Russia quotes a familial incidence of 
17°2 per cent. 

The interesting series reported by Hara et al (1947) throws some light 
on the chronic nature of the disease and the prolonged evolution of typical 
rhinoscleroma. Five of these cases were siblings between the ages of 12 and 
21 years. When examined, their nasal cavities showed the following 
appearances from the youngest to the eldest child: —Mucosal congestion> 
Suppurative rhinitis>Atrophic rhinitis» Chronic granuloma » Sclero- 
matous scarring. This suggests that some years of chronic rhinitis charac- 
teristically precede the changes typical of rhinoscleroma. 
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Causative organisms 


There can be little question that the disease is caused by an organism, 
either bacterial or due to a filterable virus, and that it is of a lowgrade 
infectious nature, needing prolonged exposure by house relationship, and 
therefore somewhat akin to leprosy in its transmission. 

Since Von Frisch’s discovery of the gram-negative diplobacillus which 
bears his name within the typical Mikulicz cells, weight of opinion has 
favoured a bacterial cause. Recent investigations by Levine and Hot 
(1947 and 1948) and by Levine (1951) have strengthened this view. These 
authors have established differential cultural characteristics for nineteen 
strains of Klebsiella rhinoscleromatis, isolated from patients with the 
disease. No other gram-negative rod organism found in the human subject 
has given the same pattern of reactions, though the Friedlander group, 
frequent commensals of the upper respiratory tract, may sometimes cause 
confusion. 

The greatest objection to the bacterial theory is that Koch’s postulates 
are still unfulfilled. Whatever the responsible organism, the evidence 
points to the fact that all mammals except man are immune. All efforts to 
transmit the disease either by innoculation with Von Frisch’s bacillus or 
by transfer of discharges to normal nasal tissues or other structures in 
animals have failed. 

So far as the theory that a virus is responsible, technical methods have 
not progressed far enough to permit the extablishment of any such proof. 
However, several writers (Cunning and Guerry, 1942: Reyes, 1946) were 
then of the opinion that a filterable virus was causative and Von Frisch’s 
bacillus more probably a secondary invader. 


Morbid Anatomy, Symptoms and Clinical Course 


Although a considerable amount is known of the proliferative stage 
and sequelae of rhinoscleroma, little has been written on the early natural 
history of the disease. It would appear likely that some years of purulent 
rhinorrhoea proceeding to atrophic rhinitis may be necessary to prepare 
the soil for the onset of the more typical changes (Wexler, 1949: Kouwenaar, 
1956: Bartels, 1956). Once established, the disease is a chronic, relapsing, 
but slowly progressive granulomatous infection, primarily of the external 
nose and nasal passages, and often extending over several decades. 


Anatomical Features 


In many patients rhinoscleroma remains confined to the nose, but in 
the majority there is a gradual extension down the respiratory tract to 
involve the palate, fauces, pharynx, larynx—especially the subglottic 
region— and also to the trachea and bronchi. In our cases the disease was 
confined to the nose and paranasal sinuses in three patients only. In five it 
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had spread to the larynx, three of these having tracheal extensions, of 
whom two died of the disease. In every case we found involvement of the 
external nose or nasal cavities or both combined (Table II). This cerres- 
ponds with the findings in larger series, e.g., 108 cases by Quevedo (1949), 
although this author states that over 50 per cent. of his cases had disease 
confined to the nose. This may be accounted for by possible earlier recogni- 
tion in Guatemala where the disease is indigenous. 

One of our patients (case 7), in whom the disease was at first confined 
to the nasal cavities showed an unusual and serious spread of the disease 
to the orbits and skull base vid the sinuses, resulting in blindness and total 
incapacity. Cases of this type are rare, but they have been recorded 
occasionally (Hara, 1957: Hsiung-Hsiang, 1958: Clifford, 1960). 


TABLE II. 
FREQUENCY OF ANATOMICAL INVOLVEMENT IN THE PRESENT SERIES 











Site Times involved 
External nose 10 
Nasal cavities 10 
Naso-pharynx 6 
Soft palate 4 
Hard palate I 
Pharynx 2 
Larynx 5 
Trachea 3 





Nasal symptoms 


In all our cases, although the first complaint as stated by the patient, 
may not have been in the nose, review of the records indicates that the 
nose was involved in all (Table II), and moreover it is plain that the nose 
was actually the site of origin. It is also apparent that the disease then 
spread rapidly with symptoms becoming more prominent in other sites. 
Wexler (1949) and Bartels (1956) have both stressed the unobstrusive 
atrophic rhinitis phase of the disease, which may conceivably be overlooked 
when more serious symptoms and signs are presenting in the pharynx or 
larynx. 

Individual details of symptoms in all our cases are given in Table I, 
and it is obvious that some degree of swelling of the external nose or 
obstruction of the nasal airways was present in every case (figs. I and 2). 
Nasal bleeding occurred occasionally in four cases, while nasal discharge 
was the complaint of only two patients. 


Involvement of palate, pharynx, larynx, trachea and bronchi 


Nodular infiltration of the respiratory tract with mucosal atrophy and 
the subsequent stenosis and fixation of severe scarring, although usually 
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a very slow process, produces defects of mastication, swallowing, speech 
and respiration which greatly interfere with normal activity. In six of our 
cases the palate and fauces were or had been involved. In one of these 
(case 4) (figs. 3 and 4) the progressive scarring over a period of 19 years is 





Fic. 1. 
. 
Exuberant ulceration of the right nostril with infiltration of the whole external nose, Case I. 


well-illustrated. It finally resulted in complete obliteration of the retro- 
palatal isthmus and total fixation of the soft palate (cf. Denker and 
Kahler, 1928). 

In two of our series (cases 3 and 8) hoarseness was alleged to be the 
initial symptom, but on searching the records we feel this was largely due 
to its being more obvious subjectively than the mild chronic nasal symp- 
toms. 
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Spread of the disease to the larynx and trachea or bronchi nearly 
always heralds a bad prognosis (Lucas and Negus, 1942). As already noted, 
laryngeal involvement occurred in half of our series with spread to the 
trachea in three individuals, two of whom died of its effects, the third 





Fic. 2. 
Swelling of the whole external nose with left conjunctivitis and epiphora, Case 4. 


surviving with arrested disease but with a permanent tracheostomy 
(case 4). 


Complications 


Patients in the present series effectively displayed most of the compli- 
cations attributable to the malady. As noted above, half of the cases were 
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Fic. 3. 
Nodular infiltration of the hard and soft palate with early scarring of the fauces and 
pharyngeal wall, Case 4. 


FIG. 4. 
Gross scarring, fixation and stenosis of the whole palato-pharyngeal isthmus nineteen years 
after the appearances in Fig. 3, Case 4. 
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found to have laryngo-tracheal disease producing stenosis and distortion 
of the airway with defects of respiration and speech, four out of these five 
patients requiring tracheostomy. In case g the patient was found to have 
perichondritis of the larynx, although this was possibly due to the develop- 
ment of synchronous laryngeal carcinoma. Interference with speech and 
swallowing due to gross palatal and faucial scarring was well shown in 
case 4 in whom a permanent tracheostomy was also required. 





FIG. 5. 


Typical rhinoscleroma tissue irom the nasal cavity, with moderate development of Mikulicz 
cells, x 108. 


Invasion of the orbits and skull base with pressure atrophy of the 
adjacent bone may produce proptosis and blindness as in our case 7, with 
intractable pain, cranial nerve palsies and even meningitis (Hara, 1957: 
Hsiung-Hsiang, 1958). This type of spread from the nose may cause 
widespread destruction of the facial bones with superficial ulceration, 
infection and hemorrhage (Quevedo, 1949: Clifford, 1960) (fig. 5). 

Infection of any part of the respiratory tract may occur at any time 
during the course of the disease leading to chronic sinusitis or bouts of 
broncho-pneumonia (cases 8 and 10). Hemorrhage from the larynx and 
trachea during the vascular granulomatous phase of the disease may also 
be serious and even fatal (case 3, and Lund, 1960). 
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Complications arising as a result of treatment may also be met, more 
particularly radiation perichondritis of the larynx or radiation sclerosis | 
and metaplasia of the facial skin around the nose (case 5). Deformities due 
to surgical excision will require plastic reconstruction or fitting of suitable 
prostheses (cases 5 and 10) (Clifford, 1960). Hypersensitivity reactions 
to prolonged antibiotic therapy are also not an unlikely occurrence today. 


Cause of death 


Because of the relatively short periods of observation by a single 
observer, it has been repeatedly stated that patients do not die of rhino- 
scleroma, but of some intercurrent condition. According to our experience | 
and considered opinion, this is begging the question. For instance, in our 
observed cases three patients have died; one from hemorrhage arising 
from the trachea, together with asphyxia due to extension of the disease 
down the trachea and main bronchi (case 3). A second patient (case 9) was 
presumed dead from sepsis arising in and around the larynx with possible 
cancer of the left pyriform fossa; a combination of extension of the disease 
or neoplastic change, and secondary infection in heavily irradiated tissues. 





A third patient died at home from misadventure (case 6), asphyxia being 
caused by plugging of the tracheostomy tube by crusts and discharge 
from an extension of the disease in the trachea. 

To maintain that these deaths were not due to rhinoscleroma is, we 
repeat, begging the question. It is more correct to say that if the patient 
survives long enough he will die of the disease, unless its progress is 
arrested. One may just as well compare deaths from rhinoscleroma to 
those from cancer. That is to say, a patient does not die from cancer of the 
larynx, but from intercurrent obstruction of the larynx, or in the case of 
cancer of the rectum, from an intercurrent intestinal obstruction or 
hemorrhage. 

It is also significant that tracheostomy had been necessary in each of 
these fatal cases. indicating the serious nature of the disease once it 
reaches the larynx and lower respiratory passages. 

Case 7 should again be mentioned here, as this patient’s survival is 
unlikely. In these unusual cases of spread to the orbits and skull base, the 
immediate cause of death is intracranial infection or gross hemorrhage. 


Diagnosis 
As with cancer, early recognition of rhinoscleroma is of first importance 
if successful curative therapy is to be undertaken. It is therefore essential 
that patients giving a history of chronic nasal troubles should be referred 
to a suitable clinic for diagnosis, rather than continue with symptomatic 
palliatives, should the physician concerned not have the means of conduct- 
ing such a specialized examination. We feel that it is also a duty for those 
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more having care of such cases, to try to establish any history of infection by 
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prolonged contact with others having similar nasal disorders, and parti- 
cularly with those who have lived in parts of the world where rhinoscleroma 
is indigenous. 





Fic. 6. 


Rhinoscleroma tissue from the nasal cavity showing a well developed cellular pattern of 
the stroma, xX 230. 


Diagnostic methods 


Owing to its marked clinical resemblance to cancer, there is an absolute 
necessity for tissue biopsy in all cases even despite any positive previous 
history or records. Tissue biopsy has been generally regarded as a simple 
and reliable method of diagnosis. This is true in most instances, especially 
when the condition is fully developed (figs. 5 and 6). But in a number of 
cases definitive histological diagnosis has proved difficult as we propose 
to show. 

Smears and cultures from the affected areas should always be examined 
for K. rhinoscleromatis, which is usually present in quantity. Levine and 
Hoyt (1947 and 1948) state that in their experience this particular organism 
is seldom found in the normal nose or in other nasal infections. They also 
claim that this organism can easily be identified by standard fermentation 
reactions and other constant cultural characteristics. The same authors 
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and Kauffmann (1949) have also produced evidence to show that a comple- 
ment fixation test can be a valuable aid in diagnosis, though we feel 
mainly as an adjunct to the identification of specific organisms and the 
evidence of tissue biopsy. 


TABLE III. 


DiFFICULTIES ENCOUNTERED IN DIFFERENTIAL DIAGNOSIS—CONFUSION WITH CANCER IN THE PRESENT SERIES 






































| 
AS. E.A. A.D.t | J.H.t j.L.4 M.P. 
Provisional 1. Hodgkin’s 1. Carcinoma of Rhinoscler-| Granuloma of | Carcinoma of | Carcinoma of 
Clinical disease. nasopharynx. oma. nose & larynx | right nasal larynx. 
Diagnosis 2.Carcinoma | 2. Carcinoma cavity. | 
of naso- left antrum } 
pharynx. | | 
Tissue Diagnosis} Nasopharynx: | Aspiration of Soft Palate: Lejt Nasal | Right anterior Left vocal 
‘Looks like left neck node: ‘Chronic cavity & vocal | nares: cord: 
Ist biopsy rhino- ‘Consistent granulation) cord: ‘Minorsalivary | ‘Necrotic 
scleroma’* | with lympho- tissue’ | ‘Chronic gland adeno- ulceration. 
| | epithelioma or granulom- carcinoma No evidence 
| lymphosarcoma’ | atous inflam- grade III’ of carcinoma’ 
mation’ (Submitted 
| (Submitted slides) 
| i | slides) 
2nd biopsy | Aspiration of Left anterior Sub-glottic Left bucal (Operation | Left vocal 
| left neck node: | mares: region. mucosa: specimen: cord: 
‘Possibly | ‘Chronic ‘Looks like | ‘Suggests external nose & | ‘Think thisis 
rhino- granulation low grade low grade septum: rhino- 
scleroma’ | tissue’ squamous mucoepider- ‘Rhinosclero scleroma’ 
} carcinoma’| moidsalivary| matous infiltra- 
| tumour’ tion’) 
3rd biopsy Right neck | Left anterior | Right inner | Epiglottis 
| node: nares: | canthus: ‘Consistent 
‘Lympho- ‘Believe thisis | ‘Rhino- with chino- 
sarcoma’ rhinoscleroma’ | scleroma’ scleroma’ 
4th biopsy | = of Left ; asai 
| slides: cavity: 
‘Lympho- ‘Rhino- 
sarcoma’) scleroma’ 
Final Diagnosis | Lympho- Lympho- Rhino Rhino- Rhino- Pulmonary 


sarcoma sarcoma scleroma scleroma scleroma and laryngeal 


tuberculosis 





* All are pathologist’s quoted reports. + Cases 4, 8 & 1o of present series. 


Comparison with other diseases 

In our experience a good deal of confusion can occur with neoplastic 
disease histologically, and indeed vice versa, for Russell bodies and 
vacuolated cells are found in some neoplasms and in other specific or 
non-specific granulomas. 

The majority of our cases of rhinoscleroma were referred to the Head 
and Neck Clinic of Memorial Hospital with a provisional clinical diagnosis 
of cancer; but it was well known that even histological confusion may arise 
with certain rare non-neoplastic diseases. Therefore, in some of these 
cases, more than one biopsy specimen was examined from affected areas at 
different times, and in Table III are set out the cases in which these 
difficulties in tissue diagnosis were encountered. Case 5 of our series was 
the only one in which a final diagnosis of cancer of the skin of the face 
coexistent with rhinoscleroma of the nasal cavities was established. In 
this case, no confusion existed as we are of the opinion that the basal cell 
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carcinoma was a late complication of x-radiation for rhinoscleroma. As will 
be seen in the Table, three of our rhinoscleroma cases had a tissue diag- 
nosis of cancer at some stage in their investigation. Moreover, a confusion 
in biopsy reports led one of us (H.M.) to accept a histologic diagnosis of 
adenoid basal cell carcinoma and to amputate part of the nose only to find 
that a report of rhinoscleroma was returned on the specimens (case 10). 
The other three cases also show that rhinoscleroma was favoured at one 
time as the tissue diagnosis, later found to be incorrect. 

When Von Hebra first described rhinoscleroma, he called it a type of 
cutaneous cancer or “granulation sarcoma’. Although we now prefer to 
regard it as infection, there is much in common with neoplasia in its natural 
history. 

In the literature there are few direct references to this histo-patholo- 
gical confusion with cancer, although indicative statements have been 
found. Morrison (1938) quotes a report on the nasal biopsy of one of his 
cases as stating “‘atypical epithelial cell hyperplasia and possible car- 
cinoma’’. Another case record by Morwitz (1950) quoted a nasal biopsy 
report as stating “chronic inflammatory tissue with a strong possibility of 
malignancy’”’ was present. Eggston and Wolf (1947) have made a definite 
statement that there is sometimes found in these cases “papillary hyper- 
plasia and hypertrophy of the surface epithelium, pseudo-epitheliomatous 
in nature.”’ And certainly many sections of scleromatous tissue show 
scanty Mikulicz cells while plasma cells and lymphocytes make up the 
biggest proportion of the infiltrate. These reactive changes are probably 
the result of chronic infection and irritation (figs. 7 and 8). 

Furthermore, Curiel of Mexico, quoted by Kouwenaar (1956) states 
that actual carcinomatous degeneration occurs in 5 per cent. of rhino- 
scleromatous patients, and Attia of Egypt (1958) cites two cases in which 
cancer of the nasal cavity and sinuses supervened upon long-standing 
rhinoscleroma. 


Differential diagnosis 


In the early stages of the disease, diagnosis may be extremely difficult, 
and in consequence every physician should take energetic steps to establish 
the cause and to deal effectively with any chronic purulent or atrophic 
rhinitis, particularly in people who might seem to be good “‘Rhinoscleroma 
Soil’’. Distinction from the specific rhinitis of secondary syphilis or diph- 
theria should not be difficult if one is alert to the history, and when 
routine serological and bacterial studies are carried out. 

In the more overt stages of rhinoscleroma, differential diagnosis is 
perhaps less difficult, but conditions such as tertiary syphilis, certain types 
of chronic rhinitis and laryngitis, tuberculosis, lupus, leprosy, Boeck’s 
sarcoid, rhinosporidiosis, and especially, all forms of neoplastic disease, 
must be carefully eliminated. 
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Treatment 


As has been mentioned by nearly every writer on the subject, there is 
an almost endless list of drugs, vaccines, antibiotics, surgical and radio- 
therapeutic procedures used from time to time. Ample witness to the 
difficulties encountered and the relative lack of successful results. 





Fic. 7. 


Laryngeal biopsy showing rhinoscleroma and epithelial hyperplasia with marked papillary 
downgrowth, x58. 


Irradiation 


X-ray therapy was first reported used in this disease by Fittig in 1903 
with a further case report by Ranzi in 1904, and the use of radium by 
Kahler in 1905. Since then irradiation has been one of the most frequently 
advi$ed methods of treatment, and many ‘“‘cures” are reported in the 
literature, most of them were followed for periods of a year or two, or even 
less. The evidence in our observed cases and in those of others, suggests 
that it may have hastened the fibrotic process which appeared in some 
cases to limit the progress of the disease, so as to bring on a quiescent 
stage. That x-radiation is curative in rhinoscleroma can not be concluded 
from either reported or personally observed evidence. 

A: Irradiation elsewhere in present series.—Two patients (cases 5 and 9) 
received x-radiation. The former received several unknown doses between 
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1920-1938 directed to the face and nasal cavities. The latter had combined 
radium therapy in 1926-1927, application being directed to the nose and 
larynx, the dosage in each case being unspecified. Both these patients have 
had severe long-term complications of treatment. In case 5 the patient 
developed extensive radiation dermatosis of the face with basal cell 





Fic. 8. 


Overlying epithelial hyperplasia and downgrowth into rhinoscleromatous infiltration of the 
face. x 143. 


carcinoma arising in multiple foci some 20 years following treatment. She 
also had one small recurrence of rhinoscleroma in the right nasal cavity 
in 1941. In case 9, severe perichondritis of the larynx developed with 
necrosis and recurrence of disease with possibly additional carcinoma, 
from which he has presumably died. 
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Six of our own patients received radiation therapy at some time while 
under our care, the Table below indicating to some extent the changing 
trends in irradiation. In all cases except numbers 2 and 5, x-ray treatment 
was given by the fractional dose technique using high voltage machines. 

Although some variable benefit was observed initially in all, the disease 
appeared to be arrested only in case 4. In case 3 the patient subsequently 
died of the disease, the immediate cause being hemorrhage through the 
tracheostomy opening after leaving hospital. It is possible that post-radia- 
tion necrosis of the laryngeal cartilages may have been responsible. 


TABLE IV. 
IRRADIATION GIVEN AT MEMORIAL HOSPITAL 








I 2 3 4 5 7 
3D. A.L. L.D. A.D. P.C. FD. 
| 
1927 1930 1933 1934-9 1939 | 1941 
2500 m.c.h, by | 1 treatment | 2000 R at 2500 R x 3 | 6000 Rover | 2000 R over 
radium tray to each side | 20c kv over | to nose and | nose at 100 | nose at 250 kv. 
to each side | of nose at nose. Plus | palate. 3000| kv (single | 1942 
of nose. Repeat | 140 kv. 2009 R to | R x 2 to treatment) | 1500 R repeat 
of same treat- Repeat of nose and neck. 1500 treatment. 
ment 4/12 same treat- | 2400 R x 2 | Rtotrachea 1944 
later. ment at 140 | toneck 3/12 | allat 200 kv 3400 R repeat 
kv 3/12 later. | later. in 5 separate | treatment. 


courses. 








Surgery 


Minor surgical procedures especially about the nose and nasal cavity 
have been commonly employed, but there are few references to more 
radical measures, which would seem to be sound practice when the 
lesions are strictly limited, early and accessible. However, curative surgery 
is restricted in its possibilities by the fact that most cases when first seen 
already have an extension of the disease to the posterior parts of the nasal 
cavities and beyond. 

Despite these limitations, a number of early cases reported as “‘cures’”’ 
and ‘sarrests’’ for a period of 5 years, have had surgery. Most of these in 
addition had some other form of treatment such as penicillin, streptomycin, 
irradiation, etc; and therefore it would not be possible to say whether 
such favourable results could have been obtained if the patient had received 
surgery alone (Dixon, 1942: Olsen, 1950: Hoover and King, 1953). 

A case of arrested rhinoscleroma by surgical resection alone has 
recently been reported to one of us (H.S.). The patient, a 52 year old 
Kenya Negro, was found to have gross facial disfigurement by involvement 
of the external nose, right ethmoid region and orbit. Following wide 
resection and fitting of a prosthesis, the patient returned to work, and at 
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the time of writing has been free of the disease for at least 4 years (figs. 9 
and 10) (Clifford, 1960). 


A: Surgery elsewhere in the present series.—Five patients (cases I, 4, 5, 7 
and 10) had minor intra-nasal and peroral surgical procedures carried out 





Fic. 9. 


Advanced rhinoscleroma of the whole upper third of the face with gross ulceration; complete 
destruction of the left eye, the whole nose, and invasion of the right orbit (case of Mr. 
P. Clifford). 


for the relief of obstruction, drainage of the paranasal sinuses and removal 
of granulations. One patient (case 9) underwent excision of his soft palate 
and turbinectomy for rhinoscleroma in 1926 with endoscopic dilatation of 
the glottis in 1943. Another (case 8) was treated many times by endoscopy 
for cauterization or removal of granulations from the larynx and trachea 
between the years 1932 and 1940. 
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In only two of our cases (6 and g) was tracheostomy necessary, in 
1938 and 1943 respectively. One of these patients being decannulated 
seven months later, although he subsequently died of recurrent tracheal 
disease in 1944. 





Fic. 10. 


Appearance with prosthesis four years after radical resection of the whole diseased area 
. (case of Mr. P. Clifford). 


B: Surgery at Memorial Hospital.—Two of our patients were treated by 
radical surgery. In case 10 on first attendance in 1945 there was found to 
be a large area of rhinoscleromatous infiltration involving the anterior 
half of the right nasal cavity, both laterally, medially and in the vault of 
the nose. There was swelling of the right ala nasi with extension forward 
on the septum almost to the columella, but no other foci of disease were 
found in the respiratory passages. Partial rhinectomy was carried out 
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with prompt healing per primam, leaving no evidence of the disease. 
Fourteen months later, a small recurrent focus on the right naso-antral 
party wall was identified and wide excision, including intra-nasal eth- 
moidectomy with opening of the sphenoidal air sinus, resulted in the 
complete eradication of rhinoscleroma. Up to the present time the patient 
has remained free of disease and in 1947 she had a successful plastic 
reconstruction of the nose. 

The second patient (case 5) underwent cautery excision of the anterior 
two-thirds of the nose in 1939 for basal cell carcinoma consequent upon 
past irradiation for rhinoscleroma. Two years following this, a small area 
of recurrence was excised locally from the right inferior turbinate. Since 
then the patient has been free of disease, although several further excisions 
for basal cell carcinoma have been necessary. 

The other patients (cases 8 and g) underwent minor surgery. The 
former for fibroma (suspected rhinoscleromatous focus) in the left buccal 
mucosa, together with several endoscopic investigations and excision of a 
small focus of disease in the left nasal cavity, from 1942-1945. The latter 
patient required gastrostomy soon after admission in 1945, owing to 
obstruction of the upper end of his cesophagus by the sequelae of rhino- 
scleroma, perichondritis of the larynx and possible, but unconfirmed, 
squamous carcinoma. 

Tracheostomy was necessary in cases 3 and 4 only. In the latter it was 
performed twice with a six year interval between operations. In both cases 
maintenance of the tracheostomy was permanent. 


Medical treatment 


So far as the use of antibiotics and chemotherapeutic agents is con- 
cerned, many writers report temporary improvement, but some of them 
suggest that the medication in question has probably been beneficial in 
clearing or diminishing the secondary infection only. 

Since the first reported “‘cure’’ with streptomycin (New et al, 1948) it 
has achieved popularity by intramuscular injection and aerosol inhalation, 
as the means by which a number of successes have been achieved. Careful 
reading of these reports cannot fail to arouse a suspicion that has a familiar 
ring, and the final results of streptomycin therapy may be no better than 
using other agents already given with little permanent effect. 

More recently, still better results are claimed for the systemic use of 
terramycin (Folbre e¢ al, 1954) and aureomycin (Zweifach, 1955: Botros 
et al, 1955). The beneficial effects of local applications of aureomycin and 
chloramphenicol ointments are also reported by El-Mofty and Attia (1957). 


A: Medical treatment elsewhere in the present series.—In the majority of 
cases symptomatic treatment and local medications seem to have been 
all that was offered. In one case (4) the patient was reported as having had 
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two courses of “‘light’’ treatment between 1925 and 1934. In case 8 a trial 
course of therapy with antiluetic drugs had been given in 1940 and 194) 
without any benefit. 

In only one of our cases was any sulphonamide administered; a ful] 
trial course of sulphonamide only appeared to reduce temporarily the 
inevitable secondary infection. 

Most of the patients received this phase of their treatment before the 
antibiotic era and in consequence none of them had received any of these 
drugs before attending Memorial Hospital. 


B: Medical treatment at Memorial Hospital.—In cases 3 and 6 the patients 
were given antiluetic therapy consisting of alternate courses of 0-6 gms, 
neoarsphenamine intravenously and grs. 2-0 bismuth salicylate by 
intramuscular injection. No evidence of any improvement was observed, 
In case 7 the patient had a full course of sulphathiazole by mouth and 
also courses of penicillin and streptomycin intramuscularly without 
appreciable effect. In case 10 the patient received two full courses of 
intramuscular penicillin therapy following nasal surgery and one prior 
course of sulphathiazole. In no case was any antibiotic employed alone in 
the direct treatment of rhinoscleroma. 

Other treatment included administration of potassium iodide in large 
doses, blood transfusion and the use of all available vitamins, especially 
B complex in the form of raw yeast, together with the topical application 
of decongestant sprays and inhalations. 


Recommended methods of treatment 


In the early stages of rhinoscleroma we would favour surgery on the 
same basis as if the disease were cancer, and with the same expectancy of 
success provided one can get beyond the borders of the disease. But if the 
infection extends far back into the nasal cavity, approaching the naso- 
pharynx, obviously it cannot be removed surgically. 

Irradiation should be considered in those cases where there appears 
to be an exuberance of the vascular type of lesion, and where one 
might wish to hasten the process of fibrosis and scarring to produce an 
arrest. Irradiation should be employed with great caution when the 
larynx is involved. 

The various antibiotics and sulphonamides probably act only by 
retarding the secondary infection and any benefit so far as rhinoscleroma is 
concerned is temporary and illusory (Massoud and Awwad, 1959). Whether 
or not streptomycin will prove in the long run to have any greater effect 
upon the disease remains to be seen. At the time of writing, streptomycin 
(New et al, 1948), terramycin (Bartels, 1956) and aureomycin (Mofty and 
Attia, 1958) appear to be the drugs of choice. 
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Rhinoscleroma—A _ Clinical Perspective 


End Results 
Total experience.—10 patients 


Median known duration of disease: 14 years (range 3-46 years). 
Median period of follow-up: 5 years (range 4 months-26 years). 


Indeterminate cases.—4 (Present status unknown). 


(a) This group consists of two cases (2 and 7) with an observation 
period of less than 5 years. The former patient, last seen in 1931, had 
had slight improvement after treatment; though a later recurrence 
was known to have been treated elsewhere in 1937. The latter patient 
showed progressive deterioration with gross extension of disease to 
both orbits, maxillae and skull base despite repeated irradiation 
and antibiotic therapy. On his last visit to Memorial Hospital in 
February 1960 he was totally blind and gravely ill. 

(b) The other two patients (1 and 8) were observed free of active 
disease over a period of 5 years following treatment, last attending 
in 1952 and 1948 respectively. It is possible that both these cases may 
since have relapsed. 


Determinate cases.—6 


Three patients died of the disease and are counted as failures. 

Three others are considered as successes. In one the disease was 
arrested and in two patients the disease was eradicated. 

Five patients have survived at least five years without active disease. 


We have thus used the same period of follow-up as for cancer, namely 
five years survival free of active disease. However, it must be emphasized 
that this is entirely a yardstick of convenience in such a disease as rhino- 
scleroma, and by itself it is of little significance owing to the extreme 
chronicity of this disease. Taking this period as a standard, and going 
through the literature we find only three cases which can be claimed even 
for so long a period as 5 years. As an example of our arrested cases we 
have one patient observed for 26 years (case 4). For the past 15 years he 
has received no treatment and on his return visits to the clinic some of 
the observers have made frequent notes such as “‘no evidence of disease’, 
meaning there was no activity. In the preparation of this report this 
patient was re-examined in May 1960, since he has survived longer than 
any other determinate case at Memorial Hospital. By many he would 
undoubtedly be called a cure. However, we have reported this case as 
“disease arrested’’. His present status is described in the hospital chart as 
follows: ‘‘There is a nodular swelling and abnormality of the external nose. 
Both nasal cavities are completely plugged with scarred fibrotic tissue as 
viewed anteriorly. Within the mouth, the soft palate has become fused 
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with the posterior wall of the pharynx, and in the centre of this, just 
behind the shrunken uvula, is a pocket running up towards the naso- 
pharynx which is only about 15 mm. deep. The paranasal sinuses and 
nasopharynx are therefore completely sealed off from any external opening, 
There is sufficient extension of the fibrotic process into the subcutaneous 
tissues of the cheeks to cause plugging of the tear ducts and there is 
moderate epiphora. The walls of the pharynx are firm to palpation and 
the lumen of the pharynx at the level of the tip of the epiglottis is markedly 
narrowed. The epiglottis and structures of the extrinsic larynx are distorted 
and their mobility greatly reduced. There is very little motion of the vocal 
cords, which are inelastic, with a greatly narrowed slit at the glottis, 
barely sufficient for his respiratory needs when at rest. The voice is high 
pitched, at least an octave and a half above normal, and inflexible. He 
has had a tracheostomy for the past 15 years. When he is at rest during the 
day he keeps the tube corked, but with even moderate exertion, and 
especially at night, he must remove the cork to get adequate air.”’ 

Therefore, although his disease appears stationary and _ possibly 
arrested, it would be meaningless to say that he is cured of his rhinoscle- 
roma, since he suffers to a considerable extent from every dire effect 
of this disease. 

The other two successes are listed as “disease eradicated”’ (cases 5 and 
10). In the former, there has been no evidence of active disease or its 
sequelae since 1941. This patient, however, has suffered greatly from the 
long-term complications of irradiation given between 1914 and 1938 at 
other Institutions as treatment for her rhinoscleroma. She has very severe 
post-radiation dermatosis of the face and has undergone numerous 
separate local excisions for basal cell carcinoma, including partial rhinec- 
tomy, between 1939 and 1960. One operation necessitated plastic repair of 
the upper lip. She wears a nasal prosthesis and has been free of the disease 
for Ig years, since the local excision of a small recurrent focus of rhino- 
scleroma in the right nasal cavity in 1941. 

The tenth and last patient in our series has been treated by radical 
surgery only, and to date represents the most successful effort, 14 years 
having now passed without evidence of active disease or any of its sequelae. 
Her treatment has already been outlined, and we feel strongly that had 
surgery not been promptly carried out, further extension of the disease to 
other parts of the respiratory tract would have resulted in chronic invalid- 
ism and possibly even death. 


Prognosis 


In any endeavour to forecast the outcome of a disease whose natural 
history bears comparison to that of cancer, statements must of necessity 
be guarded, in any phase of the disease and whatever treatment has been 
adopted or is contemplated. 
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Rhinoscleroma—A Clinical Perspective 


It should again be emphasized that the untreated or inadequately 
treated patient with rhinoscleroma will ultimately die of his disease 
despite variable remissions. It is also our conviction that early, energetic 
and if necessary radical surgery, perhaps combined with x-ray or antibiotic 
therapy whose true efficacy has finally to be proved, offers the best prog- 
nosis, while the disease is still confined to the anterior parts of the nose. 
It would seem almost unnecessary to state in addition that all such patients 
must be permanently removed from any source of reinfection and from 
the unsalubrious conditions under which the disease so often flourishes. 

Any extension of rhinoscleroma to the naso-pharynx, laryngo-pharynx, 
larynx and below, always increases the gravity of the ultimate outcome 
in direct proportion to the level reached. 


Summary 


A clinical perspective of rhinoscleroma is outlined, as observed and 
interpreted in a group of 10 patients of differing origins treated at 
Memorial Hospital, New York, between 1927 and 1960. 

Evidence is presented to support the low-grade contagious nature of 
the disease. The etiology is discussed and attention drawn to some 
increase in native-born cases in the United States. 

The older term “rhinoscleroma”’ possesses greater clarity and signifi- 
cance, and is therefore considered of more practical use than “‘scleroma’’. 

Some diagnostic difficulties with especial emphasis on possible clinical 
and histopathological confusion with cancer are described. 

The treatment in a series of 10 cases is presented in detail with a 
discussion of end results. Particular reference is made to surgery, irradia- 
tion and antibiotics as recommended methods. 

Despite recent claims for the efficacy of antibiotics, the relapse rate, 
chronicity and mortality of rhinoscleroma is still very high, and the need 
for early and aggressive treatment while the disease remains limited is 
emphasized. Regular and prolonged follow-up is mandatory. 
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SCLEROMA IN UGANDA* 


By P. E. ROLAND (Rugby) 


SCLEROMA is common in North Africa and numerous papers about it have 
come from Egypt (e.g. Handousa and Elwi) and Morocco (Ardoin e¢ al, 
Jolly). In South Africa it appears to be very rare and a single case in an 
Indian boy who had spent some time in India was reported in 1956 as the 
first case seen in the Union of South Africa (Becker and Dorfman). Until 
recently it was also considered to be rare in tropical Africa and Kafero 
reported the first case from Uganda in 1951. Clifford saw only two cases in 
Kenya during the past seven years. Fain and Falaise reported 4 cases from 
Ruanda-Urundi which were seen within four months and they thought 
that it was a more common, but often missed condition in that part of 
Africa. Vervoorn and de Jager report a single case from Ghana. Martinson 
saw 6 cases in Nigeria during the past two years. When I came to Uganda 
in 1957 it was a well-recognized condition among the general surgeons who 
until then had also dealt with all E.N.T. conditions. During my two years’ 
stay in Uganda I saw 16 histologically proved cases of scleroma. Of 13 of 
these cases I have a record of the tribe they belonged to and 9 came from 
the Western part of the country or the neighbouring Ruanda-Urundi, ice. 
four being from Ruanda, one a Nyarwanda, two Mukizas and two 
Munyankoles. Two were Muganda who form the main population around 
Kampala and only two Atesos came from the North-Eastern part of 
Uganda. 

Kouwenaar states that the clinical picture of scleroma varies in different 
countries and I, therefore, think it worth while describing the cases seen 
in Uganda. Typical infiltration of the sub-mucosal tissue was seen in 13 
cases (Figs. 1 and 2)—in some it was localized to the anterior nares, in 
others it extended backwards as far as the post-nasal space and in these 
cases marked infiltration around the Eustachian cushion was common. The 
soft palate was infiltrated in six cases. There was marked ulceration of the 
soft palate extending forward from the uvula in two cases (Fig. 4). The only 
other reference to this ulceration of the oral surface of the soft palate I 
could find was in Kafero’s paper which also dealt with a case in Uganda. 
Whether this is simply a manifestation of the disease or possibly caused 
by uvulectomy, a native treatment for a variety of symptoms (Jarvis 
and Mwathi), I do not know. One patient had a web across the left nostril 








* Paper read at 7th International Congress of Oto-Rhino-Laryngology in Paris in July 
1961. 
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Fic. 2. 


Scleroma of nose. 





FIG. I. 
Scleroma of nose. 





FIG. 3. 
Same patient as Fig. 2, after treatment. 
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which occluded it completely. On the outer surface was normal squamous 
cell epithelium, on its deep surface typical scleromatous tissue with 
Mickulicz cells (Figs. 5 and 6). Except on the vestibulum this side of the nose 
showed no macroscopic involvement while the other side was infiltrated all 
along the inferior turbinate and septum to the posterior choana. In one case 





Fic. 4. 


Ulceration of soft palate in scleroma. 
not only the nares were infiltrated (Fig. 7), but the infiltration had spread to 
the alveolus (Fig. 9) with marked bone destruction (Fig. 11 and 12) 
similar to a case described by Handousa and Elwi. This was the only case 
which showed involvement of the larynx, a small scleromatous nodule 
being present just above the right vocal cord. None of the other cases 
showed laryngeal involvement and the trachea was not affected clinically 
in any of my cases. Kouwenaar had previously reported that laryngeal 
scleroma was rare in East Africa. Three patients presented with different 
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Fic. 5. Fic. 6. 
Section of web occluding nostil in a case of Higher power view of Fig. 5. 
scleroma. Scleromatous tissue covered by 
squamous cell epithelium. 
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Fic. 7. 
Patient with scleroma involving nose and alveolus. Note swelling of upper lip caused by 
underlying involvement of alveolus. 
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Fic. 8. 
Same patient as Fig. 7, after treatment. 








Fic. 9. Fic. 10. 


Ulceration of upper alveolus in same Same as Fig. 9, after treatment. 
patient as Fig. 7. 
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Scleroma in Uganda 


appearance, two had an excessive airway with crusting and with granula- 
tions on the nasal septum which histologically were typical scleroma. The 
last patient had a single large polyp in the post-nasal space which on 
section was typical scleroma and the removal of which relieved the patient 
of all his symptoms. 

The routine treatment of these patients was one week’s pre-operative 
treatment with streptomycin or tetracycline, resection of the obstructing 





Fic. II. Fic. 12. 


Xrays of patient shown in Fig. 7. 


tissue followed by a few more days’ treatment with antibiotics. At first 
long post-operative courses of antibiotics were given, but when it was 
found that the typical capsulated organisms had disappeared after only a 
few days’ treatment with streptomycin or tetracycline the course of 
antibiotics was reduced to 10 or 14 days. Excessive tissue was excised, at 
first only the minimum, but as increased experience showed how well 
these lesions healed, as much was excised as was thought necessary to 
produce a good functional and cosmetic result. (Figs. 2 and 3, 7 and 8, 9 
and 10.) This is easy on the nostrils, but more difficult within the nasal 
passages where the inferior turbinate and septum were at times adherent 
to one another. It may be of interest that before my coming to Uganda 
the general surgeons used simple hollow tubes to bore an airway through 
the occluded nostrils with apparently satisfactory results. Whether the 
combination of surgery and short systemic courses of antibiotics produced 
a cure or only temporary relief, I am unable to say as my stay in Uganda 
was only two years. During this time, however, none of my patients nor 
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any of those treated previously by the general surgeons returned with a 
recurrence of symptoms. Karen at Brno University investigated the 
recurrence rate of scleroma and found that this was 16 per cent. in cases 
treated with streptomycin in doses varying from 15 to 160 grammes and 
40 per cent. in cases not treated with antibiotics. 

Only six cases were investigated bacteriologically and in three capsu- 
lated organisms of the Friedlander type were found. Similar organisms 
were found in three cases of atrophic rhinitis, but they differed in their 
biochemical reactions in so far that the scleroma organisms did not ferment 
lactose while all the ozzna ones did, producing acid, but not gas. Only one 
of the scleroma groups fermented citrate, while two of the three ozzena ones 
did. The number is too small to draw definite conclusions from, but it 
tends to support Epstein’s findings that the citrate reaction is variable in 
both groups. The absence of variation in the lactose reaction is contrary 
to Epstein’s findings, but may be accounted for by our small numbers. 
Serological tests were not carried out in this series. 

Streit in 1904 pointed out that atrophic changes in the nasal mucosa 
may be the only finding in scleroma and describes it as a particular form 
of rhinoscleroma, rhinitis scleromatosa. More recently GuSi¢é discussed the 
relation between atrophic rhinitis and scleroma, in particular the fact that 
both diseases usually occur in the same locality. In his experience 60 per 
cent. of scleroma cases show evidence of atrophic rhinitis only. Oomen 
describes 40 patients which he observed for a prolonged period of up to 
I5 years in a village in Celebes. All had scleroma bacilli in their nasal 
smears and he found that atrophic changes were as typical as hypertrophic 
ones, though less common. Zwiefach quoting Quevedo states that in 
scleroma the atrophic stage precedes the granulomatous and fibrotic one. 

Atrophic rhinitis is frequently seen in Uganda and from my limited 
experience I agree with the suggestion that there is a connection between 
scleroma and ozena. I do not think, however, that Quevedo’s view that 
atrophic rhinitis precedes the infiltrative process can be correct. In atrophic 
rhinitis epithelial changes affect most of the mucous membrane while I 
have found clinically and histologically normal mucous membrane adjacent 
to or even overlying scleromatous deposits. It seems more likely that some 
cases of atrophic rhinitis are caused by a different tissue response to an 
organism which is either identical or very closely related to the one found 
in scleroma. 
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THE INFLUENCE OF THE ENDOCRINE 
SYSTEM ON THE NASAL RESPIRATORY 
MUCOSA 


By MILES TAYLOR (Sheffield) 


In lower mammals the primary function of nasal respiration is the main- 
tenance of the olfactory sense; air conditioning is of secondary importance. 
In man, on the other hand, nasal respiration is adapted to warming and 
moistening inspired air; the sense of smell is greatly diminished (Negus, 
1958). Physiological factors involved in warming and moistening inspired 
air have been studied in detail, but the studies are concerned mainly with 
air flow and pressure, humidification, respiratory exchange, mucus secre- 
tion and ciliary activity. Only one author working in this field (Proetz, 
1941) mentions the possible influence of the endocrine system on the nasal 
respiratory mucosa. 

The nasal mucosa and the anterior lobe of the pituitary gland (hypo- 
physis cerebri) develop from the same cell mass (Ham, 1957). It is possible, 
therefore that factors influencing the pituitary gland may influence the 
nasal mucosa, either directly or through the pituitary hormones. 

Although Claude Bernard discovered the first ‘internal secretion’”’ in 
1858 the word hormone was not used until Starling coined it in 1905. 
Prior to this time there could be no references to the influence of hormones 
on the nasal respiratory mucosa. Despite this it is possible to postulate a 
connection in earlier papers by correlating those physiological states 
known to have an endocrine basis e.g. pregnancy, menstruation and 
puberty, and emotional states that may be mediated vid the cerebral- 
hypothalamic-pituitary pathway, with signs and symptoms referable to 
the nose occurring in these conditions. 

For example: vasomotor rhinitis is characterized by sneezing, nasal 
obstruction and a copious watery nasal discharge. If these symptoms and 
signs occur in association with pregnancy for example, it could be postu- 
lated that there is a possible relation between vasomotor rhinitis and the 
hormonal changes of pregnancy. 

Non-traumatic epistaxes are commonly associated with increased vas- 
cularity of the nasal mucosa. Hippocrates (450 B.c.) and later Celsus (A.D. 30) 
noted that epistaxes were more common at puberty in both boys and girls 
than at any other time. This has been confirmed by Calogero (1928) who 
analysed the frequency of occurrence of epistaxes in various age groups. 
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Endocrine System and Nasal Respiratory Mucosa 


Intractable sneezing in pregnancy was first described by Schurig (1730), 
and later Gruner (1801) collected a similar series of cases. Sneezing during 
menstruation is even more common (Lanzonus, 1832; Garmanus, 1852; 
Petzold, 1883). 

Although at first sight it is difficult to see the relationship between 
emotional states and symptoms referable to the nose, many authors 
believed that such a relationship exists. Thus, Amatus Lusitanus (1557) 
described the case of a boy who sneezed whenever he saw a pretty girl. 
Bartholini (1761) had a series of patients who consulted him because of 
intractable sneezing during coitus. Similar observations were recorded by 
Vanderwiel (1804), Hessler (1850) and Bonet (1894). Mackenzie (1884) 
considered that there was a relationship between certain kinds of nasal 
discharge and coitus. He quoted from the Arthava-Veda Samhita 
(1500-800 BC), an ancient Hindu medical script, in which one of the causes 
of nasal discharge is given as “excessive venery.’. Mackenzie maintained 
his interest in this sphere of rhinology and in the succeeding years 
attempted to rationalize the relationship between the nose and sex organs. 
He believed that sexual excitement could produce vasomotor symptoms, 
i.e. sneezing, nasal obstruction and watery discharge, and he was supported 
in his opinions by Hessler (1850) and Peyer (1889). The results of his 
researches were published in a paper entitled “Physiological and patho- 
logical relations between the nose and sexual apparatus of man” (1898). 
His principal findings are worth quoting in full as many of them have been 
confirmed in recent years. They are that the nasal cavernous tissue is 
engorged during menstruation; that a similar phenomenon occurs during 
pregnancy; that this may cause reflex sneezing and coughing; and that 
epistaxes are more frequent and severe during pregnancy and men- 
struation, and at puberty in both boys and girls. These physiological obser- 
vations were confirmed by Joal (1888) who referred to nose bleeding in these 
conditions as “genital epistaxes’’. Mackenzie’s conclusions were streng- 
thened by Isch-wall (1887) and Arviset (1887) who drew attention to the 
histological similarity between erectile tissue of the nose and that of the 
sex organs. In addition to his physiological observations, Mackenzie noted 
that nasal infection in women is aggravated during menstruation or under 
the influence of sexual excitement, and that atrophic rhinitis is worse 
during menstruation. Similar observations have been made by Peyer 
(1880), Endriss (1892) and Klotz (1936). In 1897 Fliess, working indepen- 
dently, and after prolonged study of many case histories, reached the 
same conclusions as Mackenzie, namely that there was “a naso-genital 
relationship’. 

Between 1912 and 1942 a series of papers was produced suggesting that 
a naso-genital pathway existed in the rat. The first of these was by 
Koblanck and Roeder (1912) who showed that removal of the inferior 
turbinate in the rat was followed by deficient development of the genital 
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tract. Karpow (1929) confirmed these results for the female rabbit, 
guinea-pig and dog. He believed that this was caused by the removal of a 
specific uterine stimulating substance contained in the mucosa of the 
inferior turbinate, as extracts of the amputated tissue caused increased 
tonus and contraction in strips of isolated uterine muscle. Nemours (1935) 
also showed that bilateral turbinectomy interfered with the development 
of the testis in the male rat. 

If a female rabbit or rat is mated with a sterile male, not only does 
ovulation occur, but corpora lutea develop in the ovary from which the ova 
are liberated. These for a time grow and secrete progesterone, and as a 
result the animal begins to exhibit all the signs of pregnancy except that 
its uterus does not contain any embryos (pseudopregnancy). Rosen and 
Shelesnyak (1937) were able to produce pseudopregnancy in the rat 
by painting the nasal mucosa with silver nitrate solution, and later 
by removing the sphenopalatine (pterygopalatine) ganglion (Rosen, 
Shelesnyak and Zacharias, 1940). Zacharias (1941) produced pseudo- 
pregnancy by anesthetizing the nasal mucosa. He postulated, as did 
Rosen (1942) that there was a neural pathway from the nasal mucosa to 
the hypophysis and a hormonal pathway from the hypophysis to the 
ovary, and considered that the work of Berkley (1894), Dandy (1913) and 
Hair (1938) supported this view. Haterius (1934) demonstrated the exis- 
tence of a hormonal pathway between the hypophysis and the ovary. How 
this mechanism is influenced by the higher centres is obscure, but stimu- 
lation of the hypothalamo-hypophyseal mechanism causes the female rabbit 
to ovulate (Harris, 1937), while stimulation of the pituitary gland itself 
produces a similar result (Brooks, 1938). 

No naso-genital pathway has been demonstrated experimentally in 
man although Stinson (1929), and Ogihara (1938) believed that its 
existence in lower animals made it a possibility. 

The nasal mucosa of the monkey (Macaque) responds to the adminis- 
tration of oestrogenic hormones synchronously with the changes known to 
occur in the sex skin, nipples and face (Mortimer, Wright and Collip, 1936; 
Bachman, Collip and Selye, 1936; Mennega and Tausk, 1941). These 
workers state that the nasal mucosa shows reddening and swelling mainly 
over the middle and inferior conchae. The response is specific and occurs 
in intact males and females whether immature or adult, and in female 
castrates. The histological appearances are similar to those produced in 
the sex skin. These nasal changes were observed to occur during pregnancy 
and menstruation and the degree of reddening and swelling corresponded 
to the blood cestrogen level. They postulated that the reaction was brought 
about by the selective concentration of free cestrogen at the reactive site, 
as it is in the sex skin of the monkey (Fisher, Krohn and Zuckerman, 1936; 
Parkes and Zuckerman, 1937). 

Eggston (1940) was able to show that a gonadotrophic hormone was 
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present in the nasal mucosa of beef cattle. He considered that it was either 
concentrated by the tissues from the body cestrogens or secreted by the 
nasal glands. Ruskin (1942) also working on beef cattle, demonstrated 
gonadotrophic hormone in nasal mucosa extract but considered that it 
was due to the presence of a pharyngeal pituitary gland in the mucosa. 
The manner in which cestrogens produce their effect on the nasal mucosa is 
obscure. Reynolds and Foster (1940) showed that in the rabbit and cat 
there was a demonstrable amount of acetyl-choline in the nasal mucosa 
following the administration of cestrogens. They considered that this was 
due to either increased production of acetyl-choline or decreased acetyl- 
cholinesterase activity. Acetyl-choline is a peripheral parasympathetic 
stimulant. Its release in the nasal mucosa, therefore, would produce an 
increased secretion from the glands and a direct relaxation of vascular 
musculature. The net results of this would be swelling and reddening of the 
nasal mucosa with increased glandular secretion and increased transuda- 
tion from the dilated vessels. Hofbauer (1927), Saltzman (1944) and Valle 
(1950) made use of this increased vascularity of the nasal mucosa. They 
found that therapeutic substances were rapidly absorbed by the nasal 
mucosa during pregnancy and their findings have been confirmed experi- 
mentally by Rake (1936), Ferretti (1949) and Hyde, Tonndorf and Chinn 
(1953). The increased vascularity of the nasal mucosa during pregnancy is 
also reflected in the severity of epistaxes that occur at this time (Abruzzese, 
1933; Strauss, 1933; Banssillon and Mounier Kuhn, 1936; Yuasa and Nishi- 
mura, 1937; Goff, 1946; Haran, 1949, 1952). Haran (1952) was able to 
demonstrate that the cessation of bleeding coincided with a fall in blood 
cestrogen level. Fox (1947) showed that pregnant women commonly have 
a vasomotor rhinitis and that in a small percentage the symptoms 
become serious. Willson-Pepper and Royle (1939) observed a ‘similar 
phenomenon during menstruation and found that the nasal condition was 
completely relieved by the administration of progesterone. They did not 
attempt to explain this and stated that the progesterone was being given 
for another condition. 
It is interesting to note that vasomotor symptoms can be induced in 
man and monkey by the injection of testosterone proprionate (Hamilton, 
1937; Tebbutt, 1938); the degree of swelling and reddening of the nasal 
mucosa, and of watery discharge from the nose was proportional to the dose. 
Walsh (1950) was of the opinion that endocrine imbalance is the main 
etiologic factor in vasomotor rhinitis and that it is maintained by sym- 
pathetic-parasympathetic imbalance. He considered that thyroid hormone 
deficiency is responsible for some cases of vasomotor rhinitis. These 
patients do not show clinical signs of hypothyroidism but have a low basal 
metabolic rate and a high blood cholesterol level. Their symptoms are 
relieved by the administration of thyroid hormone. Proetz (1950) studied 
the nasal cavities of a large number of patients with hypothyroidism. He 
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observed that the nasal mucosa was red, dry and ‘‘chapped”’ or the opposite, 
pale, wet and “‘soggy’’. The nasal signs were commoner in women, and all 
patients were relieved by the administration of thyroid hormone. 

The effects of thyroidectomy on the nasal mucosa of animals has been 
studied by Pearlman, Kahn and Kunde (1929), Chavanne (1936) and 
Proud and Lange (1957). The results have been inconclusive, although 
Proud and Lange described swelling and pallor of the nasal mucosa as a 
constant finding in the dog. 

Several papers have been written in which the authors consider, either 
from their clinical experience or from a knowledge of the work of others, 
that a relationship exists between the nasal mucosa and the endocrine 
system (Bombelli, 1931; Harkness, 1936, 1937; Balasquide, 1936; 
Chavanne, 1937; Rosen, 1938; Cody, 1939; Mortimer, 1940; Melchior, 1945; 
Rosedale, 1945; Laub, 1945; Podolsky, 1946; Watson-Williams, 1934), 
but it is not known whether the endocrine system affects the chemical 
composition of the mucosa or its secretions. In an attempt to elucidate 
this problem by experimental means, Taylor (1961) examined the histo- 
logical and histochemical features of the nasal respiratory mucosa of the 
rabbit and rat after the removal of endocrine glands, and after the admini- 
stration of hormones and during pregnancy. He found that there was an 
increase in the size of vascular spaces in the mucosa of the rabbit and rat 
after the administration of cestrogens, and during pregnancy in the rabbit. 
There were no other histological or histochemical changes with the 
exception of an increase in alkaline phosphatase in the epithelia of some of 
the rats after adrenalectomy. He concluded that the available evidence 
indicated that the endocrine system influenced the nasal respiratory 
mucosa mainly through its effect in determining the level of functioning 
acetyl-choline, and that otherwise hormones had no apparent effect on the 
biochemical processes occurring in this tissue. 


Conclusions 
There is sufficient clinical and experimental evidence to indicate that 
the endocrine system influences the nasal respiratory mucosa, but the 
manner in which it does so remains obscure. The elucidation of this problem 
is of prime importance to an understanding of nasal physiology, since the 
hormonal control of biochemical processes in other tissues is now well 
established. This implies that if a similar hormonal-control mechanism 
exists for the nasal mucosa, then the reaction of the mucosa is determined 

by the reaction of the organism as a whole. 
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CORROSIVE GQESOPHAGITIS AND ITS 
MANAGEMENT 


By HUSSEIN KAMEL ISMAIL (Ismailia, Egypt) 


CORROSIVE cesphagitis is fairly common in certain parts of the world e.g. 
Central Europe, Russia, America and Scandinavian Countries. Out of the 
different substances ingested lye is undoubtedly the commonest; Owens 
(1954), and Appelberg (1960) found it responsible for about 50 per cent. of 
cases. This paper deals only with the management of lye cases. 


Incidence 


In Egypt the condition is commonest in the Canal zone where lye is 
commonly used for washing clothes, cleaning floors and soap making. 

Though we are dealing with a limited community, namely the families 
of the Suez Canal Authority employees, yet we dealt with 43 cases in the 
last two years. Out of this number 34 were under the age of six years, 
six were older children and only three were adults. 

Males were slightly more affected than females; 25 males and 18 females. 
Lye when dissolved in water has the white colour of milk; this—I think—is 
the tempting factor for children to drink it. 

However it is not a common suicidal agent because of its painful and 
yet doubtful lethal effects. 


Pathology 


GuS&i¢ (1953) described the resulting pathology under the term ‘‘Colli- 
quative necrosis’. Because of the high affinity of sodium hydroxide to 
water, there will be marked cedema and large amounts of fluid in tissue 
spaces. Ulcers form and are covered with a greyish exudate. Healing 
process is rather slow and usually ends in a stricture formation. 

Benedict (1958) states that 50 per cent. of cases develop strictures, 
but he assures that in the other 50 per cent. the lye never enters the 
cesophagus! 

The sites commonly affected are those of anatomical narrowings i.e. at 
the upper end, the site of aorta crossing, and the lower end. 

Fatti et al. (1956) described four grades of strictures: 


Grade 1: Fibrosis is circumscribed, confined only to less than the total 
circumference of the cesophagus and to a short segment in length. 
Grade 2: A localized annular stricture of less than 4 inch in length. 
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Corrosive (Esophagitis and its Management 


Grade 3: A dense stricture of more than } inch in length. 
Grade 4: (a) a stricture of more than 3 inch in length but with little 
tendency to progressive narrowing. 
(6) a tubular stricture with a densely fibrotic wall, pericesphageal 
adhesions and marked luminal narrowing. 


Diagnosis 
This is easily made by: 
1) the history. 
2) burns in mouth and on lips, yet these may be absent in some cases. 
) saliva is filling the mouth and dribbling from it. 
) burns in the pharynx and pooling of saliva in the pyriform fossae. 
) signs of shock in severe cases. 


( 
( 
(3 
(4 
(5 
Some observers recommend an immediate cesophagoscopy to assess 
the exact pathology present. This—I think—is not advisable because: 


(x) It is another trauma to an already traumatized organ; this trauma 
may cause perforation of cesophageal wall or may increase the incidence of 
stricture formation. 

(2) The line of treatment suggested has no ill effects even in mild cases 
so it can be given without harm. 

(3) A fair idea about the severity of the lesion can be obtained from the 
clinical examination. 

(4) Even if the lesion appears to be slight one must be aware of the 
latent period (the delusive interval) which may extend over some weeks 
before fibrosis takes place. 


Benedict (1958) suggests a thin barium swallow to be given soon after 
the accident to determine the amount of cesophageal damage. 


Treatment 


The main aim of treatment is to prevent stricture formation; the 
different methods used are : 


(a) Cortisone 

Howes et al. (1950) demonstrated the inhibiting effect of cortisone on 
healing of wounds. 

Weisskopf (1952) was the first to use cortisone in lye cases both 
experimentally in dogs and also in patients. Since then cortisone has been 
used as a prophylactic anti-stricture agent. Many observers approve its 
value in the management of these cases (GuSi¢é 1954, Gabriel 1954, Cody 
1954, lic 1956, Lederer 1958, Miller 1959). 

Others are not in agreement with the use of cortisone doubting its 
value in preventing stricture formation and claiming higher incidence of 
cesophageal perforations (Berdal 1959, Koch 1960). 
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A point worth remembering is that it is cortisone and not ACTH to be 
given in these cases, as the latter causes the production of fibrous tissue, 
something so undesirable in these cases (Taubenhaus and Amromin 1949). 


(b) Antibiotics 
These are necessary to prevent secondary infection which enhances 
granulation tissue formation and healing by secondary intention. 


I prefer the use of broad spectrum antibiotics because of their wider 
field of action and the presence of many penicillin resistant organisms. 


(c) Tube insertion 

This was suggested ~ Owens (1954), the tube to be inserted for 7 to 10 

days. 
Flottes (1958) agrees with that; Appelberg (1960) advises preventive 

dilatation by a 14 mm. gastric tube every third day. 


Belinoff (1940) advised tube insertion through a cervical cesophag- 
ostomy to avoid necrosis of the cricoid cartilage. 


(d) Early Bouginage 


This was one of the earliest effective methods to prevent stricture 
formation suggested by Salzer (1940), Crowe (1944) and Kiviranta (1949). 


Management of Personal Cases 
Before embarking on any treatment some sedation is given to the 
patient, anti-shock measures may be needed in severe cases. Franklin 
(1952) gave vinegar and lemon juice as antidotes of lye, but we did not 
use them. 


Our patients were actually treated as three different groups because 
of some change in our line of treatment: 
(a) Twelve cases were treated with cortisone and antibiotics only. 


(6) Eight cases were treated in the same way plus an indwelling soft 
tube for ten days. 


(c) The rest (23 cases) were given Bismuth also. 


The results and details of treatment will be given later but a word about 
Bismuth is necessary beforehand. 


Bismuth 
Bismuth is known to have certain anti-inflammatory properties; it has 
been used in certain tonsil and throat infections since this was recom- 
mended by Monteiro (1934 and 1941). The rectal form of therapy for 
throat infections was suggested by Silber (1943) and Van der Branden 
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Corrosive (Esophagitis and its Management 


(1945); the chemical salts used are those of hepatodiencarboxylic acid in 
cocoa butter (Silber 1943 and Stovin 1944). 

Benedict (1958) states that Bismuth subcarbonate taken orally is a 
good antidote in lye cases. Jackson (1959) recommends one gram of 
Bismuth subnitrate to be sprinkled on the tongue and washed down with 
water instilled in the mouth with a dropper; after the first few days 
bismuth is given in the form of marshmallow cut into pieces and well 
dusted with the bismuth salt. 

We thought of taking advantage of the systemic anti-inflammatory 
properties of Bismuth and of its value in preventing the spirochetal 
commensals of the throat from causing secondary infection of the cesophagus 
in these cases. We decided to use the rectal form being effective and non- 
toxic. 


So our present line of treatment is: 


(1) On admission the patient is given a sedative and if necessary 
anti shock measures. 

(2) Cortisone is given straight away intramuscularly in doses of 
200-300 mgs. per day for two days, then in doses of 100-200 mgs. per day 
for 10 days. 


It is then replaced by the new oral synthetic compounds e.g. Decadron 
or Millicorten, they have the following advantages (Boland 1958 and 
Black 1954): 


(a) they have greater anti-inflammatory effects. 

(b) they have minimal mineralocorticoid effects. 

(c) Smaller doses are required to replace big doses of cortisone. 
(d) easier to administer to patients. 

(e) cheaper. 


The dose of cortisone or its substitutes is gradually reduced; but the 
course should be continued for about two weeks after normal swallowing 
returns. Before stopping Cortisone, ACTH should be given for 3-4 days to 
prevent the occurrence of withdrawal symptoms. 

In prolonged courses of cortisone a check on the electrolyte balance 
should be kept; however Potassium loss can be partly compensated by a 
good daily intake of milk. 

(3) Terramycin is given intramuscularly in suitable doses according to 
age for 7-10 days. Vitamin B-complex should be also injected. 

(4) A small tube inserted through the nose into the cesophagus for 
10 days. 

(5) Bismuth suppositories used twice daily for 10 days. 

(6) The patient should be encouraged to drink and to have soft food as 
soon as possible. 
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(7) If the patient is unable to have anything by mouth, then a fluid 
balance should be maintained. 


Results of Treatment 


(a) Out of the 12 cases treated with cortisone and antibiotics only 5 
patients developed strictures (40 per cent.). Two of the cases were due to 
the inadequate cortisone therapy. Results of dilatation were not satisfac- 
tory. 

(b) Out of eight cases of the second group, two developed strictures 
(25 per cent.). They responded well to dilatation. 

(c) Inthe last group (23 patients), three only had strictures (13 percent.), 
one was expected, the lesion being rather severe. The results of dilatation 
were satisfactory. We consider the results as satisfactory when the patient 
can eat well-masticated food without any difficulty. On the whole dilatation 
of these cases was not tedious nor prolonged; three to five times were 
usually enough. 

Yet dilatation must be done with great care as healing takes place by 
thin paper-like scar that can be easily perforated. 


Conclusions 


(1) Lye cesophagitis is fairly common in the Suez Canal zone. 

(2) Prophylactic therapy is effective to prevent stricture formation. 

(3) Bismuth seems to have a beneficial effect on these cases so its 
routine use is suggested. 


(4) care is needed in dilating post cortisone strictures. 
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DYSPHAGIA LUSORIA ASSOCIATED WITH 
CGESOPHAGEAL CARCINOMA 


By M. FATEEN* (Cairo, Egypt) 


Introduction 


“DYSPHAGIA LusORIA” is the term applied to compression dysphagia 
confined to the upper third of the thoracic cesophagus and produced by a 
congenital anomaly of the aortic arch or one of its branches. 

The present case differs from those already published in literature by 
its presenting a mass of carcinoma in the cesophagus besides the aberrant 
right subclavian artery which crossed behind cesophagus and bisected the 
tumour itself. Whether there existed a relation between these two lesions 
or whether it was a mere coincidence one could not tell at the present 
time since it is the only case to be reported showing this peculiar 
combination. 

Most of the reported cases were of elderly patients emaciated and 
starved from life-long difficulty in swallowing which steadily increased 
until complete obstruction occurred and the patient succumbed; the 
condition is diagnosed only at autopsy and discovered by chance. 

David Bayford suggested this name after discovering—in a patient who 
died of prolonged starvation—an abnormal right subclavian artery 
arising from the descending aorta, winding round the anterior surface of 
the cesophagus and ascending behind the trachea to the right side of the 
neck, thus pressing on the cesophagus. He summarized his findings as 
follows: 


(1) The signs and symptoms are usually traceable to childhood in one 
way or other, but the patient may remain symptomless for years. 

(2) The difficulty in deglutition steadily increases until it becomes 
compifete, but may be interrupted with free intervals. 


(3) No history of pain, soreness or vomiting has ever been encountered, 
no matter how grave the condition might be. 


(4) The obstruction is always met at the upper end of the thoracic 
cesophagus. 


He commented about the pulse by wondering whether it would be 
affected in the right wrist, and he left it for future experience to determine. 





* From Department of Otorhinolaryngology, Cairo University. 
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Dysphagia Lusoria Associated with Csophageal Carcinoma 


Case History 


Patient was first seen in August 1958 complaining of dysphagia and 
numbness of the thumb and index fingers on the left side. He was a 
Sudanese citizen 50 years of age, tall and slightly emaciated but quite 
alert. He had a soft tissue swelling occupying the region of the thyroid 
gland and the lower part of the neck, on the summit of this swelling there 
was inserted a tracheostomy tube and when this was closed the voice 
sounded normal and patient felt no dyspnoea or discomfort. 

The condition began in June 1956 by a feeling of dyspnoea on exertion, 
a lump in his throat and occasional difficulty in swallowing. He was treated 
by antibiotics and apparently relieved for few months when the symptoms 
recurred with a gradual aid steady increase until the dysphagia became 
very marked and the dyspnoea culminated in actual laryngeal obstruction. 
In May 1957 tracheostomy and gastrostomy had to be done. He was 
instructed by his surgeon to call again when his general condition improved 
in order to perform a more radical operation, but two months later— 
having gained in weight and dreading a major operation—he removed his 
tracheostomy and gastrotomy tubes and was happy for one month, 
suddenly he developed an attack of suffocation which called for another 
tracheostomy, this remained until he presented himself to us in Cairo one 
year later. 

In 1950, patient gave a previous history of tuberculosis for which he 
was treated by isoniazid, P.A.S. dihydrostreptomycin besides phrenic 
avulsion and artificial pneumothorax. 


Examination 


The cervical swelling was of the size of an orange, globular, soft, smooth 
and occupied the lower part of the neck at the right side, it had a definite 
border extending beneath the right sternomastoid muscle; it moved under 
the skin and on the deeper structures; the tracheostomy tube was located 
at its summit. On the left side of the neck a slight fullness was noticed, but 
no definite mass felt. No dilated veins were seen and no cervical gland 
palpated. 

Examination of the larynx by the indirect method showed paralysis of 
the left vocal cord and its fixation in the middle line, but no obstruction to 
the airway whatsoever. 

Examination of the chest did not reveal any pathological condition to 
explain the left recurrent laryngeal paralysis and no mediastinal glands 
could be found. 


X-ray 
A radiographic examination of the larynx in the right lateral position 
has revealed normal appearance of the laryngeal ventricle with a soft 
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tissue shadow above and below it most probably due to cedema, this 
shadow in extending downwards on either side into the postcricoid region 
to the superior mediastinum became much denser and the lumen of the 
trachea was thus obscured (Fig. I). 

The tracheostomy tube was withdrawn with no discomfort for some 





Fic. I. 


Showing soft tissue shadow occupying the lower part of the neck. 


time. In spite of the huge soft tissue swelling involving the region of the 
trachea and upper mediastinum, the trachea was seen to be well aerated 
for same time (Fig. 2), but half an hour later, the patient developed 
symptoms of laryngeal obstruction; another picture was taken which 
showed complete obliteration of the air column in the trachea (Fig. 3). 

Barium meal was given, the cervical cesophagus in the lateral view 
showed normal filling (Fig. 4). In the antero-posterior view however, the 
picture was obscured by the tracheostomy tube (Fig. 5), so another one 
was taken after its withdrawal. It showed marked displacement of the 
cervical and thoracic cesophagus to the right and its distortion and 
irregularity at the level of the 4th dorsal vertebra (Fig. 6), the lower half 
of the cesophagus filled normally. 
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Dysphagia Lusoria Associated with (Esophageal Carcinoma 


Repeated examinations of the cesophagus with paste in the postero- 
anterior, oblique, and serial films together with fluoroscopic views revealed 
the presence of an irregular persistent filling defect involving the upper 
part of the cesophagus on the left side down to the level of the 4th dorsal 
vertebra. 





6) 


Tracheotomy Tube removed Trachea remained temporarily patent. 


Fic. 2. 


Esophagoscopy 


In viewing the larynx the vocal cords looked normal in outline colour 
and texture; the left cord however was fixed in the middle line. The 
tracheostomy tube was easily seen, there being no obstruction above it to 
obscure its view. 

In introducing the cesophagoscope further, its stopped at the lower 
part of the neck, a definite resistance being encountered distally; it was 
thought to be produced by the tracheostomy tube, but after withdrawal of 
the latter, the instrument still stopped at the same level, which was below 
that of the tracheostomy tube; the introduced part measured 20 cms. from 
the incisor teeth. 

The barrier was produced by a huge mass outside the lumen of the 
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Half an hour after tube withdrawn Tracheal lumen obstructed. 
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Dysphagia Lusoria Associated with (Esophageal Carcinoma 


cesophagus on the left side. The mucous membrane over the mass was 
intact with no ulceration and the lumen was pushed to the extreme right 
side. We tried to pass the cesophagoscope through this lumen and naturally 
had to deviate it markedly to the right, but found that any further 
pushing might lead to disaster. A mercury tube was introduced on another 
occasion but stopped at the same level. 





Fic. 4. 


Barium in oesophagus showing normal filling in its cervical part. 


Preliminary Comment 


Evidently there would be a mediastino-cervical mass above the tracheal 
bifurcation mostly to the left side of the cesophagus causing marked 
deviation of the trachea and the cesophagus to the right, also causing 
malformation of the latter, as well as left recurrent nerve paralysis. 

The tumour in pressing on the trachea from behind caused it tocollapse 
and gave rise to respiratory obstruction which necessitated doing tracheo- 
stomy. The fact that the main mass was in the mediastinum and yet 
relieved by putting in a tracheostomy tube suggested the presence of 
tracheo-malacia, this is evidenced by the collapse of the tracheal air 
column some time after removal of the tube which thus seemed to have 
supported the tracheal lumen like an “umbrella action’’. 
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The long history, and the intact mucosa on cesophagoscopy and the 
marked deviation of the trachea and cesophagus to the right were not in 
favour of the diagnosis of carcinoma of the cesophagus, they all pointed to 
an extra cesophageal mediastinal tumour. 





Fic. 5. 


Tracheotomy Tube obstructing the view. 


Consultation took place with a general surgeon who advised exploratory 
operation. The following are the steps of the operation as written by the 
surgeon himself. 

: Operation 

The patient was given closed circuit gas oxygen and ether anesthesia. 

The thorax was opened through an antero-lateral transpleural incision 
into the second left intercostal space. A hard tumour, the size of orange, 
was discovered just above the arch of the aorta at the thoracic inlet. The 
tumour was fixed, and although not pulsating, yet it transmitted strong 
pulsations. Because of the hard consistency and the fixity of the tumour it 
was considered malignant but its exact nature and origin were not clear. 

As it was not possible to reach its upper limit from the thoracic incision 
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Fic. 6b. 
Showing distortion of Oesophagus and its irregularity. 
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it was decided to make another incision in the neck for further exploration 
and to decide on the possibility of its extirpation. A low collar incision was 
made, the clavicular head of the sternomastoid was cut as well as the 
scalenus anticus muscle. The dissection was deepened to the thoracic inlet 
and the tumour was felt from above. It was found to be situated at the 
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° Fic. 7a and 7b. 


Right Subclavian artery not seen. 


thoracic inlet to the left side of the beginning of the cesophagus. By 
bimanual examination, i.e. with the right hand in the cervical incision and 
the left hand in the thoracic incision, the exact situation of the tumour 
was revealed. It was evident that it was fixed and inoperable. Both 
incisions were closed. 

Naturally, the patient did not improve and his general condition 
steadily deteriorated and ultimately he died of inanition and toxemia. 
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Dysphagia Lusoria Associated with Cisophageal Carcinoma 


Post Mortem 
A big hard irregular tumour was found occupying the left cervico- 
mediastinal zone pushing the cesophagus and the trachea to the right and 
extending mainly above the arch of the aorta and to a lesser extent below 
it (Fig. 7) (a and b). 





Fic. 8. 
Normal anatomy 


It was noticed that the right subclavian artery and the innominate 
(bracheo-cephalic) artery were absent, the only blood vessel coming from 
the aorta was the right common carotid (compare with the normal ana- 
tomy, Fig. 8). 

In the posterior view, the tumour was seen to encircle and infiltrate 
the cesophagus and push it to the right. When the latter was opened, its 
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inside was found to be occupied by an ulcerating carcinoma which extended 
in the lumen for about one inch (Fig. ga and b). 

[t is interesting to observe on this posterior view a big blood vessel 
arising from the aorta at an angle of 120° and passing upward and to the 





+ Fic. ga and gb. 


Right Subclavian artery behind oesophagus. Posterior view. 


right crossing the middle line behind the cesophagus and centred on the 
tumour mass, this is the missing right subclavian artery. 

The tumour mass was seen infiltrating the trachea, the cesophagus, the 
left carotid sheath, left brachial plexus, the left innominate vein and left 
inferior thyroid artery. The wall of the left common carotid artery was 
deficient in part and the tumour cells were seen stuck on the surface of the 
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intimal lining. The tumour was inseparable from the left wall of the trachea 
and larynx and cesophagus; it infiltrated also the prevertebral fascia and 
ligaments. The lungs were found studded with firm nodules especially 
subpleurally. 

Biopsy revealed the exact nature to be highly anaplastic squamous cell 
carcinoma with necrosis of the central parts of the cords of cells. 


Final Comment 


Having discovered the pathological lesion which caused this interesting 
complicated clinical picture, we will retrace our steps to explain the symp- 
tomatology and radiological findings which appeared obscure at first: 


1. Dysphagia: It is evident that it could not have been produced solely 
by the carcinoma of the cesophagus since the patient gave a very long 
history, on the other hand this long history of years duration could be 
explained by the presence of an anomalous right subclavian artery 
constricting the cesophagus and causing retention, cesophagitis, the latter 
improving on antibiotics and other medical treatment, causing the 
dysphagia to disappear temporarily. 

2. Numbness of the left thumb and index finger: Could be explained by 
the large tumour mass in the left cervico-thoracic zone pressing on branches 
of the brachial plexus. 

This symptom is in a way misleading since the thumb is supplied by the 
6th cervical nerve (radial nerve posteriorly and median nerve anteriorly) 
and the index by the 7th cervical nerve (along with the adjacent middle 
and ring fingers), while the little finger supplied through the 8th cervical. 
One was thus justified in presuming that the tumour is coming from the 
upper to the lower zones—since the little finger which is supplied by the 
8th cervical was saved—and not from the lower to the upper. 

3. Clinically: The swelling which has been palpated on the right side of 
the neck has not been produced by the tumour mass directly, but by the 
thyroid gland pushed by the induced convexity of the trachea to the right 
side. The main mass of the tumour being on the left side and extending 
deeply into the thorax. 

4. F sophagoscopy. The big ulcer was not discovered by cesophagoscopy, 
as the picture met with as already mentioned was the presence of a smooth 
knuckle of mucous membrane coming from the left side and pushing the 
lumen to the extreme right side. This bulge is now known to have been 
produced by the extra cesophageal mass of the tumour while the extensive 
ulcer itself had beneath the knuckle concealed by it. 

5. X-ray. Now it is easy to interpret the radiological findings, the 
deviation of the trachea and cesophagus to the right being produced by the 
huge cervico mediastinal mass, the irregularity of the lumen of the 
cesophagus produced by the ulcerating carcinoma of the cesophagus. 


1073 








FIG. Io. 
Knuckle produced by the aberrant subclavian artery. 
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There is one very interesting X-ray which I discovered and perhaps it 
could explain the relation between the anomalous right subclavian artery 
and the carcinoma of the esophagus. It has been taken in the oblique view 
(Fig. 10). It shows the cesophageal shadow below the level of the tracheos- 
tomy tube tip after a barium swallow. This irregular shadow is interrupted 
posteriorly at the level of the 4-5 thoracic vertebrae for a distance of one 
centimetre by an indentation; this must have been produced by the right 
subclavian artery which on re-viewing the posterior view of the specimen 


is seen to be indenting the cesophageal lumen and centred in the tumour 
mass itself. 


46 Sherif Pasha Street, 
Cairo, Egypt 
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CLINICAL RECORDS 


SUBGLOTTIC HASMANGIOMA OF THE LARYNX TREATED BY 
EXCISION 


By S. MAWSON (London) 


THIs case is reported in further confirmation of the hazards attending heman- 


gioma of the larynx in infants, and as a demonstration of the possibility of cure 
by excision. 


On January 26th, 1960, M.K. a female infant, was admitted at the age of 
eight weeks with a history of having been “chesty’’ for two weeks. In the few 
days prior to admission she had become breathless and there bad been increased 
difficulty with feeding. Clinical diagnosis on admission was congenital laryngeal 
stridor (laryngo-malacia), complicated by recent respiratory infection. On 
treating the respiratory infection, respiratory embarrassment was relieved, but 
stridor remained marked and varied from time to time, as did the feeding diffi- 
culty. Towards the end of February Indirect Laryngoscopy was performed, 
without anesthesia, 1 cc. Paraldehyde having been given # hr. before operation. 
The vocal cords were seen and no abnormality found. It was not possible to see 
beyond the cords. Laryngo-malacia was confirmed as a probable diagnosis. 
During March a further respiratory infection was countered by antibiotics and 
the patient was discharged at the beginning of May still with variable stridor 
and difficulty with feeding, but no respiratory embarrassment. 

In July she was readmitted owing to the feeding difficulty having become 
insuperable at home. The child objected to taking the feeds and usually vomited 
them once they had been taken. It was hoped, therefore, that a period of 
inpatient supervision might resolve the difficulty. After a few days’ observation 
the impression was gained that an intermittent but very definite two-way 
stridor with tracheal obstruction was present. A lateral soft tissue X-ray of the 
larynx suggested a shadow in the immediate subglottic region extending from 
the posterior tracheal wall three-quarters way to the anterior wall, and endc- 
scopy was therefore advised. 

On August 16th she was taken to the theatre for Endoscopy under general 
anesthesia. The induction by N2O and O, and Fluothane was uneventful but 
intubation proved difficult. A partial subglottic obstruction was thought to be 
present. However, a small bore tracheal tube was eventually passed and the 
operation proceeded under Fluothane as the main anesthetic agent. (Esophago- 
scopy was first performed in view of the feeding difficulty and the possibility of a 
party-wall lesion. Appearances were normal to aortic impression. Laryngoscopy 
was then undertaken. The supraglottic appearances were normal, the epiglottis 
perhaps showing slightly exaggerated infantile features. Before attempting to 
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Clinical Records 


pass a bronchoscope the endotracheal anesthetic tube was removed, as it was 
not thought the trachea would accomodate both bronchoscope and tube owing 
to the subglottic obstruction. On removal of the tube the larynx went into acute 
spasm. An attempt was made to force the spasm with the beak of the broncho- 
scope. The spasm defied the strongest pressure. As cyanosis rapidly deepened, 
a tracheostomy was begun by the Registrar, already prepared for this possible 
emergency; but incision of the neck failed to cause bleeding. On this sign a 
diagnosis of cardiac arrest was made, confirmed by absent pulse, and the thorax 
was immediately opened through the 5th left inter-space. The heart was 
arrested in diastole. Two fingers were inserted behind the heart, and after 
compressing it twice against the chest wall regular contractions recommenced. 
After a period of observation the chest was repaired and a separate incision for 
closed-water drainage made at a lower level. It was considered that the duration 
of arrest had not exceeded 60 seconds. A low tracheostomy between the 3rd 
and 4th rings had meanwhile been completed and a number 20 Durham tube 
inserted. The patient was returned to the ward having shown return of reflex 
activity, cry and spontaneous movement. Later that same evening the tube 
became displaced and had to be re-inserted. Following this the child took a 
satisfactory feed by mouth. 

In the early morning of the next day (August 17th, 1960) the temperature 
rose to 105°4°F, the pulse to 180 and the respirations to 100. The appearance 
became bluish-grey with extreme respiratory distress. Cold sponging was 
initiated, the child now being in a cool oxygen tent. Three hours later the neck 
became very cedematous and the child could not be roused. There was still no 
evidence that the tracheotomy tube was blocked, but physical signs now made 
it clear there was complete collapse of the right lung and pneumothorax, with 
incomplete expansion of the left lung. Right Thoracotomy was therefore 
performed under local anesthesia with escape of air from the right pleural 
cavity. A rubber tube was connected to under-water drainage, and respirations 
immediately improved. The patient then went into a clonic fit and respirations 
ceased. Artificial respiration re-established the breathing but a series of succes- 
sive clonic fits followed necessitating continuous artificial respiration. 2 cc. 
Coramine intravenously was ineffective, but after 2 cc. Paraldehyde intra- 
muscularly into the left thigh the fits slowly stopped and the respiration 
improved. An Aminophyllin suppository I-o gr., and 10 cc. of 50 per cent. sucrose 
I/V were given. 1? hours after the thoracotomy she was sleeping quietly with 
good respirations. 

For the next 48 hours progress was satisfactory and on August 19th, the left 
thoracotomy tube was removed and the right thoracotomy tube shortened. 
However, shortly after this the tracheostomy tube was coughed out of position 
and surgical emphysema of the neck rapidly developed. After fruitless attempts 
to re-insert the Durham tube the situation was eventually restored by the 
insertion of a Jackson tube; the emphysema at this stage having reached as far 
as the mandibles. Gradual improvement then followed; the next day the right 
thoracotomy tube was removed. The child during this period was nursed in a 
“Croupette” with very frequent intermittent suction. Full expansion of both 
lungs was attained and serious chest infection kept at bay by Streptomycin 100 
mg. b.d. with Crystalline Penicillin 500,000 units b.d. 
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On September 3rd, a lateral soft tissue X-ray of the neck confirmed stenosis 
of the trachea arising as a projection from the posterior wall just below the vocal 
cords, and on the 20th, with much trepidation, endoscopy was again undertaken 
under general anesthesia. At this operation, which proved uneventful, the 
larynx was again confirmed as normal but on passing a bronchoscope through the 
vocal cords a smooth, pink, epithelium-covered tumour was immediately 
encountered on the posterior tracheal wall. The tumour was about the size ot a 
large baked bean, and effectively prevented the lower trachea being seen. A 
biopsy was considered inappropriate as an unjustified hemorrhage risk in the 
almost certain diagnosis of hemangioma. 

While the tendency for such a tumour to regress with the passage of time was 
recognized, the undesirability of prolonged intubation was especially relevant 
in this case as, apart from inherent risks and pessimistic previous reports, the 
mother felt quite unable to undertake the responsibility of keeping the tracheos- 
tomized child at home and prolonged hospitalization was in itself deprecated. 
Excision was theoretically preferred, as definitive treatment, to radiotherapy in 
view of the known long-term risk of changes in the thyroid gland associated with 
the latter. The chief local hazard anticipated with surgery was post-operative 
stenosis of the larynx. Removal of the tumour, through splitting of the larynx 
and upper trachea, was not in itself anticipated as a special difficulty. Accord- 
ingly on November roth, 1960, with the child 15 days off from her first birthday, 
operation for excision of the tumour was performed. Through a collar incision 
the larynx was skeletonized and divided as for laryngo-fissure. In order to see 
the tumour the incision had to include the cricoid cartilage and the first two 
tracheal rings. The tumour had no definite capsule and the mucosa would not 
separate from it; it was, therefore, removed from the posterior part of the 
cricoid cartilage by blunt gauze dissection, leaving a bare area about the size of 
an adult finger nail on the posterior tracheal wall. It had been decided to scaffold 
the trachea internally with a plastic tube by the method advocated by Borrie 
(1960) (see diagram and photograph) and thus to avoid measures involving passage 
of wires through the neck and larynx. It was thought advisable not to graft the 
bare area with a Thiersch graft as there seemed no reason why, in the course of 
time, normal mucosa should not grow over the area if infection was avoided, anda 
graft, unless lying extremely flatly and smoothly, might only delay epithelial- 
ization and perhaps provide a nidus for granulations. Prior to closure the vocal 
cords were examined and found to be undamaged. Recovery from this operation 
was uneventful, and examination of the specimen confirmed that the tumour 
was a haemangioma. 

Phe maintained position of the polythene tube was confirmed by subsequent 
X-rays, and a period of complete surgical inactivity was observed for two 
months. 

On January 12th, 1961 endoscopy under general anesthesia was performed. 
The cords were seen to be moving normally and without distortion. A broncho- 
scope was passed through the cords and the tip of the polythene mould was seen 
in the trachea. As there appeared to be no evidence of stenosis the tube was 
successfully removed vid the tracheostomy opening and the tracheostomy tube 
replaced. During the subsequent week attempts were make to assess the volume 
capacity of the upper trachea and larynx by gradual occlusion of the tracheos- 
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tomy tube but these were unsuccessful. Occlusion of the tracheostomy tube led 
to great distress and forcible coughing which introduced the risk of emphysema. 
Since X-ray demonstrated no restriction of the lumen a peroral bronchoscopy 
under general anesthesia was perforried on January 26th and, as the tracheal 
airway down to the tracheostome seemed smooth and adequate for ventilation, 
the tracheostomy tube was removed and good nasal, stridor-free breathing 
re-established. 





Fic. I. 
Photograph of mould (actual size) devised from Polythene Catheter and used to prevent 
post-operative stenosis following surgical excision of Subglottic Hemangioma. 


By February 3rd, the tracheostomy fistula had closed, and when seen at the 
age of 15 months she was making very good progress with unembarrassed 
respiration and clear vocalization. On June 6th, 1961, seven months after 
removal of the hemangioma, she was symptom free and demonstrating normal 
speech development with clear utterances of ‘‘Daddy and Mummy”. 


Discussion 
The observations of Cameron ef al. (1960) indicate the grave prognosis 
attending hemangioma of the larynx in infants. The three cases reported by 
them in the Birmingham region during the previous three years all died despite 
tracheostomy. 
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Other cases and those of Doermann et al. (1958), out of whose six cases five 
died when treated conservatively with tracheostomy and antibiotics, indicate 
that some definitive attempt should be made to treat these tumours in infancy 
when they are diagnosed. While Doermann’s experiences with radiotherapy 
would appear to be most encouraging, there is a clear incidence of thyroid 
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Fic. 2. 


Diagram of arrangement of polythene mould and tracheostomy tube in Borrie’s method 
for prevention of post-operative tracheal stenosis. 


. (Illustration by H. Ludman) 


carcinoma following irradiation in infancy; the incidence being perhaps as much 
as I per cent. Surgical treatment by laryngo-fissure avoids this risk but the 
spectre of post-operative stenosis is always present. Holinger (1961) anticipates 
increase in size of hemangioma in infancy until the age of six months followed 
by some spontaneous regression. Seven infants with laryngeal hemangioma have 
been observed, however, who all required tracheostomy when spontaneous 
regression failed to materialize. Alternative treatment to irradiation is not 
proposed. 
1080 
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There is no doubt that endoscopy in infants is extremely hazardous through 
provocation of laryngeal spasm. Cardiac arrest, however, would not be considered 
a common risk and, excluding this unfortunate occurrence from the case, there 
would appear to be no contra-indication to a planned surgical removal along the 
lines here described. Exposure obtained either by splitting the cricoid or the 
upper tracheal rings alone, or the thyroid cartilage alone would not be adequate 
for the purpose. Borrie’s method of interior scaffolding with a polythene tube 
proved a simple effective antidote to post-operative stenosis. While the child’s 
life several times hung in the balance, no such crisis arose as a consequence of the 
surgical removal of the tumour. 

I would like to pay tribute to the devotion of the sister and nursing staff 
of the Princess Elizabeth ward at King’s College Hospital, the skilful emergency 
tracheostomy of the E.N.T. Registrar, W. Edwards, and his subsequent 
supervision of the case at all times, the tremendous enthusiasm and time- 
consuming personal attention given by the House Surgeon, J. Garrett, and the 
wise advice of my colleague, Mr. Roland Lewis, who drew my attention to 
Borrie’s paper on Tracheal Stenosis in Infancy and afforded practical help from 
his own experience with the method. My grateful thanks are also due to Dr. 
Mary Wilmers, for referring the case and for encouragement in the pursuit of a 
definitive surgical solution. 
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A NEURILEMMOMA OF THE LARYNX 


By C. A. HOLBOROW (London) 


SOLITARY neurilemmomata of the larynx are uncommon enough to justify this 
report of a further case. 


Case History 


Mrs. G.H., aged 52, was admitted to Guy’s Hospital on February 8th, 
1961 with a history of having had a hoarse voice for six months. The hoarseness 
varied but there had been a general tendency for it to become worse and, in 
addition, for the last two months she had complained of slight difficulty in 
breathing. She also had an unproductive cough and occasional irritation in her 
throat. There were no other symptoms. Her menopause had occurred four 
months previously. 

Indirect laryngoscopy showed a smooth swelling of the left ary-epiglottic 
fold which hid the vocal cord. The right ary-epiglottic fold and cord were normal. 
General examination showed little of significance though there was a suggestion 
of myxcedema; the eyebrows were thin, the hair thin and her features were 
rather coarse. There was slight pallor. The trachea was central and the chest 
normal. There was no palpable swelling in her neck. 


Investigations 


Hb. 87 per cent. W.B.C. 6,600. 

Blood urea. 44 mgm/r1oo ml. 

Serum Cholesterol. 170 mg/100 ml. 

W.R. and Kahn. Negative. 

Chest X-ray. No abnormality seen in heart, mediastinum or lung fields. 


Direct laryngoscopy was performed under a general anesthetic. The right 
cord and ary-epiglottic fold were normal. There was a smooth, firm swelling of 
the left ary-epiglottic fold and the left cord, though apparently normal, moved 
poorly. Aspiration was attempted but the swelling was too firm for the needle 
to penetrate. A biopsy was attempted but, again, the consistency of the tumour 
prevented the removal of anything but a small scrap of mucosa. 


Operation 


At operation on February 16th, under a general anesthetic, a lateral approach 
was made to the larynx. The left thyroid ala was lifted forward and the tumour 
was removed by submucosal enucleation. It was found to be attached to a nerve, 
possibly the nerve of Galen, and was a well circumscribed, firm lobulated mass 
(Figures 1 and 2). A rubber drain was left in the wound and a tracheostomy 
performed at the close of the operation. 
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Penicillin cover was given and the patient had a normal post-operative 
course, the drain being removed on the second day and the tracheostomy tube, 
without difficulty, on the fourth day. One week later indirect laryngoscopy 
showed that the left ary-epiglottic fold was swollen and red. The left cord was 
immobile but the airway was good and the voice satisfactory. Two weeks after 
operation this swelling was much reduced but the left vocal cord was still fixed. 
The voice has continued to be slightly hoarse, though less so than pre-opera- 
tively. The patient was discharged on March 3rd, 1961. 





Fic. 3. 
Photomicrograph. This field shows both the fascicular structure with characteristic palisad- 
ing of cells and the reticular structure. 


Biopsy report: Neurofibroma (‘‘Neurilemmoma’” or ““Schwannoma’’.) (Figure 
3-) 


Comment 


There is some doubt as to the origin of these tumours and very considerable 
confusion in nomenclature but they are generally thought to arise from the 
sheath of Schwann. They are usually solitary but may arise in association with 
the neurofibromata of von Recklinghausen’s disease. The average age of the 
patients is around 40 and there is a preponderance of females over males (6:4). 
The acoustic nerve is the most common single site and, of course, best known to 
otolaryngologists. The tumours grow slowly, are well circumscribed and do not 
recur when completely removed. As in this case, they may usually be seen to 
arise from a nerve the fibres of which pass over the surface of the growth. 

Neurilemmomata are amongst the more uncommon benign laryngeal 
tumours. Exactly how uncommon is difficult to estimate in view of the confusion 
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in terminology. Negus (1955) mentions one case and Holinger (1951) found one 
neurofibroma in a series of 1197 benign laryngeal tumours. Dixon (1959) could 
only find 16 cases in the English literature, to which he added one more. 

The common site is the ary-epiglottic fold and symptoms consist of hoarseness 
and stridor. As in this case, the swelling is often thought to be cystic on indirect 
examination. Attempts at puncture fail and biopsy is difficult and may be 
dangerous if repeated as hemorrhage and swelling follow. Diagnosis is usually 
established by removal of the entire growth. Various methods have been 
described including endolaryngeal excision using suspension laryngoscopy, 
laryngo-fissure and even laryngectomy (Aponte and Vicéns, 1955). The 
approach used in this case seems as satisfactory as any and submucosal 
enucleation has the advantage of not interfering with the laryngeal airway. A 
temporary tracheostomy is necessary. Fixation of the vocal cord is commonly 
reported; possibly due to post-operative fibrosis. 
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A CASE OF NASOPHARYNGEAL FIBROMA WITH UNUSUAL 
EXTENSION 


By Prof. A. B. N. RAO (Hyderabad, India) 


ALTHOUGH nasopharyngeal fibroma is considered to be a disappearing disease 
it is still one of the important varieties of tumours seen in India. At the Sarojini 
Devi Hospital, Hyderabad, a total number of 32 cases have been seen in the 
last eight years (on an average 4 cases a year and 0-o1I per cent. of the total 
number of cases seen). Excepting two cases all were noted in males who were 
below the age of 18 and the signs and symptoms were typical as mentioned in the 
text books (epistaxis, nasal obstruction, proptosis and frog-face deformity). 

The one case which was rather unusual in its extension and posed difficult 
problems in the treatment is presented here. 


The history is as follows: 


L.P., a male student of 16 years reported to the out-patient department on 
3.10.1960 with the following complaints: 


(a) Nasal obstruction on the left side—three months duration. 
(b) Seven episodes of epistaxis during the past two months. 


On examination: Anterior Rhinoscopy—Mucopurulent discharge was noted 
in the left nasal cavity and airway was completely blocked. 

Post-nasal space showed a fleshy mass which was situated more on the left 
side. 

Both the ears were normal excepting a mild degree of conductive type of deaf- 
ness on the left side. 

X-ray of the sinuses revealed haziness of the left maxillary antrum. 

Other parts of the body did not reveal any abnormality, and the only positive 
finding noted was that of mild anemia (70 per cent. Hb). 

On 7.10.1960 under general anesthesia, fleshy growth which was found to be 
attached to the vertebral column and the eustachian tube was removed by the 
digital method. Bleeding was profuse which was controlled by packs. After the 
operation a BIPP pack was inserted which was removed after 48 hours. During 
the operation 600 cc. of blood was transfused. Convalescence was uneventful 
and the patient was discharged on 13.10.1960. Histological report was that of 
an angio-fibroma. 

On 10.4.1961 patient was again seen for progressive nasal obstruction on the 
left side which started two months ago and an increasing swelling of the left 
cheek for the past month (Fig. 1). 

There was no history of any epistaxis. 

Clinically the swelling of the cheek was found to be over the left upper jaw 
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and could be palpated well from outside. Anteriorly the margins were well 
defined but the posterior limits could not be identified. 

In view of the past history this swelling was considered to be an extension of 
the nasopharyngeal fibroma and he was admitted for further treatment. 

X-ray showed a mass in the post-nasal space extending over the maxilla on 
the left side (Fig. 2). 





Fic. I. 
Photograph of the patient showing the swelling of the left cheek. 


Under general anesthesia digital examination of the post-nasal space 
revealed a hard, broad-based swelling which was more on the left side and 
extending towards the cheek. This confirmed the diagnosis. 

A two stage operation was planned so that the tumour could be completely 
excised and prevent any further recurrence. 

On 18.4.1961 under general anesthesia left external carotid was ligated 
between its lingual and superior thyroid branches. An incision was taken in the 
left naso-labial furrow extending from the left medial canthus. This was contin- 
ued round the left nasal orifice to the median plane and the upper lip was split 
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in the centre. Mucosa joining the gingivo-labial groove was cut and the whole 
flap was pushed towards the left side. Anterior and lateral portion of the maxilla 
was exposed and it was noted that the growth was filling the space between the 
maxilla and the cheek. Lateral wall of the maxilla was removed and the maxillary 
sinus was exposed. This gave some space to separate the growth digitally. The 
growth was big and extended backwards towards the choana. Considerable 


r 





i 


Fic. 2. 
Lateral view of skull showing the soft tissue mass in the post-nasal space extending over 


m the maxilla on the left side. 


difficulty was experienced in separating the growth from the other tissues and 
finally this was removed in two pieces. The posterior extension which was 
occluding the choana could not be removed by this route, as it was broad-based 
and seemed adherent to the bone behind. Bleeding was considerable but could 
be easily controlled by hot-packs. A BIPP pack was inserted in the wound and 
the skin was sutured. 

Patient was given antibiotics and no complications were noted after the 
operation. Pack was removed after 72 hours. 
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Macroscopically these two pieces (Fig. 3) were irregular and greyish-white 
in colour, measuring 5 cm. xX 4 cm. X 3 cm., and on bisection they showed cystic 
areas probably vascular. No calcification was noted. 

Histologically it was an angio-fibroma. 

On 12.5.1961 under general anesthesia by C. P. Wilson’s method (trans- 
palatal approach) nasopharynx was approached, and by digital separation and 
evulsion by Luc’s forceps the whole growth was removed. This exposed the 
basi-occiput but there was no damage to its structure. All the bleeding was 
controlled and after inserting a BIPP pack the palate was sutured. This pack 





Fic. 3. 


Two pieces of the tumour removed by the external approach. 


was removed on the 3rd day and the convalescence was uneventful. During 
the operation 2 pints of blood were transfused and procaine penicillin adminis- 
tered post-operatively. 

This piece of growth had the same characteristics as the previous one and 
histologically both were identical. (Figs. 4, 5). 

An X-ray of the post-nasal space confirmed that the growth was completely 
removed (Fig. 6). 

Patient was discharged as cured on 22.5.1961. 


Comments 


The unusual feature noted in this case which is worth recording is its exten- 
sion through the pterygo-maxillary fissure and pterygo-palatine fossa to the 
cheek. This is an unusual extension and illustrates clearly the difficulties in its 
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Fic. 4. 


Tumour removed from the nasopharynx. (Trans-palatal approach). Lobulations and various 
extensions are clearly seen. 





Fic. 5. 


Microscopic view showing the characteristic features of an angio-fibroma consisting of 
embryonic vessels and spindle cells. 
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management. As radiotherapy is of no use in the treatment of this condition, 
the surgeon has to be prepared to undertaken this extensive surgery which with 
present ancillary assistance is possible and rewarding. 


ry 
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Fic. 6. 


Lateral view of the skull showing the empty post-nasal space after the removal of the growth. 
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SOCIETIES’ PROCEEDINGS 
THE SCOTTISH OTOLARYNGOLOGICAL SOCIETY 


THE EIGHTY-SECOND MEETING of the SOCIETY was held at SEAFIELD HOSPITAL, 
AYR, on SATURDAY, May 27th, 1961, the President, Dr. R. P. Mathers in the 
Chair. 

Dr. A. Brownlie Smith showed slides illustrating necrosis of the tip of the 
long process of the incus in two patients. (Paper to be published.) An interesting 
discussion followed, in which the possibility of necrosis arising after stapes 
mobilization or stapedectomy, as a result of interruption of the blood supply, 
was considered. Dr. Smith was of the opinion that sufficient time has not yet 
elapsed to decide, whether or not, in a number of stapes operations, necrosis will 
lead to loss of tissue and continuity of the ossicular chain. 

Dr. Colman observed that he had seen necrosis on three occasions resulting 
from mobilization but had not yet seen this complication after stapedectomy. 
Dr. Munro quoting the large number of cases operated on by Dr. Shea did not 
think this complication would often occur. 

Dr. Brown Kelly asked Dr. Smith about adhesions between the long process 
of the incus and inner aspect of the tympanic membrane. Division of these 
adhesions causes the mucosa to peel off the incus and undoubtedly disturbs the 
vascular supply. Should the adhesions be left undisturbed, are they causing 
deafness? 

In reply Dr. Smith said that what appeared to be adhesions may sometimes 
be folds of mucous membrane not necessarily the result of any pathological 
condition. 

Mr. T. Gibson gave a short talk on nasal reconstruction referring to the 
satisfactory collaboration which he, as a Plastic surgeon, enjoyed with the 
E.N.T. surgeons on post-traumatic deformities in which adequate replacement 
of the septum is rarely possible without a combined intra-nasal and external 
approach. Coloured slides dealing with the technique of exposure of the skeleton 
of the nose, in-fracture of the nasal bones, modifications of the alar cartilages, 
deviated nose, flat nose, and some typical results, were shown. Several members 
confirmed the desirability of combined work in achieving the best results. In 
response to questions Mr. Gibson remarked that he thought it wrong to interfere 
with the external nose of a child but some temporary cartilage support to the 
bridge of the nose helps the nose to grow and prevents the formation of a small 
snub nose. Referring to the question of sepsis Mr. Gibson stresséd the importance 
of flushing out bone dust from the saw cuts. 

In the clinical discussion which followed fourteen cases were shown by Dr. 
Forbes M. Walker and seven by Dr. C. A. P. Donaldson. 

The following were of special interest. 
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Societies’ Proceedings 


Cases I, 2 and 12 were discussed as a group. The first two were cases of malignant 
disease of the nasopharynx treated by radiotherapy and shown to the Society 
previously in 1955, one reported as lymphoepithelioma or epidermoid carcinoma, 
the other as a reticulo-sarcoma. Neither patient showed any signs of recurrence. 


Case 12 shown jointly with Mr. T. Gibson—- carcinoma of upper jaw invading 
R. nostril. Mr. J.B. admitted 8.7.57 with profuse epistaxis from large tumour 
in right nostril. Biopsy report stated “Poorly differentiated transitional cell 
carcinoma: appearances suggestive of origin in antral mucosa’. Radiotherapy 
given without improvement. Operation on 14.3.57 at which, through a Moure’s 
incision, a very large polypoidal tumour apparently arising from the cribriform 
plate, was removed, with the anterior wall of the antrum and the right half of 
the palate. There has been no recurrence of the tumour but patient had difficulty 
in retaining an upper denture. He now has a powerful platinum-cobalt magnet 
inserted submucosally in the left half of the palate and a similar magnet in 
the upper denture. The patient has found this of great benefit. 

Mr. Gibson stated that magnets were now available in the form of little 
screws which are screwed directly into the alveolus. These are proving quite 
satisfactory but experiments are being continued. Tissue reaction has not been 
a problem. 


Case g Chemodectoma. A woman, aged 52, seen in November 1958 with 
large painless tumour protruding from Right external auditory meatus following 
history of otorrhcea four months before. Tumour removed with profuse hzmor- 
thage. Biopsy report, ‘““Chemodectoma’’. May 1959, Tympanic membrane 
healed but cherry-like swelling seen deep to T.M. posteriorly. Seen at regular 
intervals, no further treatment administered. 

In the discussion Dr. Fulton Christie thought the tumour was still active 
and extensive mastoid surgery followed by radiotherapy might be required. 
Dr. T. Howie recalled a patient first seen in 1937, treated by radiotherapy who 
remains very well. She has a tumour filling the whole of the external auditory 
meatus but he thought that radiotherapy had induced scarring in the tumour. 


Case 13 Secretory Otitis Media. Mr. R.T. aged 53, complaining of deafness in 
Right ear had repeated paracentesis tympani between September and November, 
1960. Condition improved after polythene tubing inserted through the 
paracentesis incision. In January, 1961, relapse occurred and further paracen- 
tesis was required on three occasions. 

Polythene tubing introduced into both ears in March but had disappeared 
from the left ear a week later. In May his hearing was much improved but the 
tubing had become dislodged in the right ear. Dr. Walker added that the patient 
had had a full upper respiratory investigation and treatment with antihista- 
mines, nasal drops, etc. Dr. Glennie suggested inflation from the external 
meatus after paracentesis. Dr. Mitchell reported a method seen in Paris, of 
aspirating the middle ear and instilling topical steroid solution. 

Dr. Colman said that he had used Hydrocortisone successfully in three cases 
and recommended that polythene tubing should be inserted into the middle ear 
through a tunnel in the skin of the meatus. He questioned, however, the value of 
polythene tubing in this area. 
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Case 15 Epithelial Tumour of Nose. A male, aged 56, complaining of nasal 
obstruction and catarrh presented with a left nasal polypus. Sinus x-rays were 
clear. Biopsy report on nasal polypi removed in May, 1959, “Sections show 
epithelial papilloma: no frank malignancy”’. 

In August, 1959, lateral rhinotomy was done and part of the left middle 
turbinate was removed with the tumour. 

Dr. Christie observed that carcinomas were sometimes reported as papilloma 
showing infiltration and thought that operation should be followed by radio- 
therapy in every case. 

Dr. Milne said that he regarded these tumours as essentially or locally 
malignant. 

Dr. Glennie pleaded for co-operation with the radiotherapist in deciding 
whether radiotherapy should be given or not. Whereas primary treatment 
by radiotherapy might be of little value, a high dose to a small portion of residual 
tumour could give good results. 

Dr. Dixon supported Dr. Glennie’s remarks and advised removal of the 
tumour with a large exposure so that the area could be adequately observed 
post-operatively. 

Various other cases of interest were shown, including a Dermoid Cyst of the 
Nose in which Mr. Gibson drew attention to the deep extension along the nasal 
septum dealt with by draining the septal track into the nose after excision of the 
cyst and as much of the track as possible. A case of Angio-Fibroma of the 
Nasopharynx accompanied by severe bouts of hemorrhage and bilateral otitis 
media led to discussion on the use of radiotherapy to reduce vascularity. Dr. 
Colman and Dr. Land reported cases in which regression had taken place after 
radiotherapy but Dr. Dixon remarked that bleeding may still be considerable 
and Dr. Hutchison recounted a case which was quite resistant to radiotherapy. 
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GENERAL NOTES 


TEMPLE UNIVERSITY SCHOOL OF MEDICINE 
PHILADELPHIA 40. PA. 


A “Short course in Audiology” is offered several times each year by the Section 
of Audiology, Department of Otorhinology, Temple University School of 
Medicine, Philadelphia 40, Pa. 

The course will be one week in length and will encompass theoretical and 
clinical aspects of audition. Hearing testing and interpretation will be stressed. 
Office procedures, equipment and Industrial Audiometry will be discussed. 

Further information may be obtained by writing to Philip E. Rosenberg, 
Ph.D., Director, Section of Audiology, Temple University Medical Center, 
3401 North Broad St., Philadelphia, Pa. 


SIXTH INTERNATIONAL CONGRESS OF AUDIOLOGY 


THE sixth International Congress of Audiology will be held in Leyden, The 
Netherlands, from September 5th to 8th, 1962. 


President: Prof. Dr. H. A. E. van Dishoeck; 
Secretary Drs. A. Spoor. 


In the programme are planned three round-table talks, with associated and free 
papers. 
The subject of the round tables are: 

“Frequency analysis of the normal and pathological ear.”’ 

Moderator: Prof. Dr. G. von Békésy. 

“Central deafness in children.” 

Moderator: Prof. Dr. J. M. Tato. 

“Psychogenic deafness and simulation.” 

Moderator: Prof. Dr. H. A. E. van Dishoeck. 


Official languages of the Congress are: English, French, German and Spanish. 
Working languages will be: English and French. 


The address of the secretariat is: 
Ear-Nose-Throat Department, 
Academisch Ziekenhuis, 
LEIDEN (The Netherlands). 
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NOTICE 


An intensive postgraduate course in stapes surgery will be given May 14th 
to June Ist, 1962, by Dr. Samuel Rosen and Staff at the Mount Sinai Hospital, 
New York, in affiliation with Columbia University. 

The course will include all surgical techniques and the audiological principles 
involved. Surgery in the operating room and cadaver material will be used for 
instruction. 

Candidates for the course must have had adequate experience in endaural 
surgery and must have available 50 cadavers for practice after termination of 
the course before operating upon patients. 

Apply to Registrar for Postgraduate Medical Instruction, The Mount Sinai 
Hospital, Fifth Avenue and rooth Street, New York 29, New York. 


THE MOUNT SINAI HOSPITAL 


An intensive postgraduate course in Rhinoplasty, Reconstructive Surgery 
of the Nasal Septum and Otoplasty will be given January 13th, 1962 to January 
26th, 1962 by Dr. Irving B. Goldman and staff at the Mount Sinai Hospital, New 
York in affiliation with Columbia University. 

Candidates for the course should apply to Registrar for Postgraduate 
Medical Instruction, The Mount Sinai Hospital, Fifth Avenue and rooth Street, 
New York 29, N.Y. 


UNIVERSITY OF BAGHDAD 


The University of Baghdad has asked the British Council to find British 
candidates for a number of posts in their Colleges of Medicine at Mosul and 
Baghdad. One of these appointments is for a Professor of Ear, Nose and Throat 
Diseases at the College of Medicine, Baghdad. 

Anyone interested should communicate with the Director, Recruitment 
Department, The British Council, 65, Davies Street, London, W.r. 


NORTH OF ENGLAND OTOLARYNGOLOGICAL SOCIETY 


“THE GEORGE SEED MEMORIAL PRIZE” (previously known as the “‘Fifty 
Guinea Prize’’) will be awarded in 1962 for AN ORIGINAL PAPER on work in 
Otolaryngology carried out in the NORTH Of ENGLAND. The investigation 
must have been carried out during the tenure of a post as senior registrar, 
house officer, registrar or clinical assistant. 

Entries (3 copies) should be sent, before June 30th, 1962, to: 


The Honorary Secretary, North of England Otolaryngological Society, 
73, Rodney Street, LIVERPOOL, rt. 
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General Notes 


THE INSTITUTE OF LARYNGOLOGY AND OTOLOGY 
330-332, GRAY’s INN Roap, Lonpon, W.C.1. 


associated with 
THE ROYAL NATIONAL THROAT, NOSE & EAR HOSPITAL 


NON-MEDICAL COURSES 


November 6th, 1961 to February 2nd, 1962—Training course for audiology 
technicians. 


May 3oth and 31st and June 1st, 1962—Hearing and mental assessment of the 
deaf child—for psychologists. 


The number of entries is limited in each course. A detailed syllabus of any 
of the above can be obtained on application from the Secretary-Administrator. 


SHORT COURSES 
for 
CONSULTANTS AND SENIOR REGISTRARS 
March 6th, 7th and 8th, 1962—Diagnosis and treatment of the deaf child. 
April 27th and 28th, 1962—Practical Aural Surgery Class. 


MEETINGS & SEMINARS 
especially arranged for 
GENERAL PRACTITIONERS 


who are cordially invited to attend all or any of the following without fee. Tea is 
available in the Refectory from 4.30 p.m. onwards on Fridays. 


Friday, January 19th, 1962—3.30 p.m. ““Vasomotor and allergic rhinitis— 
chronic rhinitis.”—MRr. WALLACE BLACK. 


Friday, February 2nd, 1962—3.30 p.m. “Disorders of blood in E.N.T. practice.” 
—Dr. D. A. OsBoRN. 


Friday, February 16th, 1962—3.30 p.m. ‘Vertigo and its differential diagnosis.” 
—Dr. C. H. Epwarps. 


Sunday, February 25th, 1962—10.15 p.m. ““Seminar—Common ear, nose and 
throat conditions.” —Mr. WILLIAM MCKENZIE. 


Friday, March 2nd, 1962—3.30 p.m. “Malignant diseases of the larynx— 
hoarseness.’’—Mr. MAXWELL ELLIs. 


Friday, March 16th, 1962—3.30 p.m. ‘‘Sinusitis.’-—Mr. W. D. DoeEy. 

Friday, April 6th, 1962—3.30 p.m. ““Dysphagia.’’—Mr. G. H. HowELLs. 

Sunday, April 15th, 1962—10.15 a.m. ‘“‘“Seminar—Common ear, nose and throat 
conditions.” —Mr. W. D. DoeEy. 


1097 








General Notes 
Friday, April 27th, 1962—3.30 p.m. “Emergencies in throat, nose and ear 
practice.” —Mr. S. E. BirDSALL. 


Friday, May 4th, 1962—3.30 p.m. “Surgical treatment of deafness.” —Mr. K. 
McLay. 


Friday, May 18th, 1962—3.30 p.m. “Chemotherapy in oto-laryngology.’’— 
Dr. I. FRIEDMANN. 


There is a limited number of appointments in the associated Hospital as 
Clinical Assistants and Out-Patient Assistants for which general practitioners 
are eligible to apply. Particulars of these can be obtained from the House 
Governor of the Hospital upon request. 


SPECIAL LECTURES AT THE INSTITUTE 
February 3rd, 1962—12.0 noon. “Temporal bone pathology.”—Pror. H. K. 
KRISTENSEN (Copenhagen). 


March 15th, 1962—5.30 p.m. “On the pathogenesis of otosclerosis (hysto- 
chemical researches).’’—ProrF. M. ARSLAN (Padua). 


May 5th, 1962—12.0 noon. “The clinical significance of malignant tumour cells 
in the blood.’”’--Pror. A. HERRMANN (Munich). 


OPEN LECTURES AND DEMONSTRATIONS 
FOR 
TRAINEES IN THE SPECIALTY 
(Whether enrolled students of the Institute or not) without fee and without 
ticket. 
Wednesday, January 3rd, 1962.—5.30 p.m. “Clinical Pathological Conference.” — 
Dr. I. FRIEDMANN, Dr. D. A. OsBorn. 


Friday, January 5th, 1962—5.30 p.m. ““Some uncommon diseases of childhood.” 
—Mnr. N. ASHERSON. 


Friday, January 12th, 1962—5.30 p.m. “Nasal physiology and pathology.’’—Mr. 
MAXWELL ELLIs. 


Friday, January 26th, 1962—5.30 p.m. ‘Radiology in Cholesteatoma and 
mastoid disease.”—Dr. T. V. L. ChicHLow. 


Wednesday, February 7th, 1962—5.30 p.m. “Clinical Pathological Conference.’’— 
Dr. I. FRIEDMANN, Dr. D. A. OsBorn. 


Friday, February 9th, 1962—5.30 p.m. “‘The surgery of the stapes.’”—Mr. 
WILLIAM MCKENZIE. 


Tuesday, February 20th, 1962—5.30 p.m. “Tests of acoustic function I.”— 
Mr. KENNETH McLay. 
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Wednesday, February 21st, 1962—5.30 p.m. ‘‘Tests of acoustic function II.”— 
Mr. KENNETH McLay. 


Thursday, February 22nd, 1962—5.30 p.m. ‘ Tests of vestibular function J.’’— 
Mr. KENNETH McLay. 

Friday, February, 23rd 1962—5.30 p.m. “Tests of vestibular function II.’”’— 
Mr. KENNETH McLay. 

Wednesday, March 7th, 1962—5.30 p.m. “Clinical Pathological Conference.” — 
Dr. I. FRIEDMANN, Dr. D. A. OsBorRN. 


Friday, March 9th, 1962—5.30 p.m. ““Advances in the study of cochlear and 
vestibular function.’ —Pror. F. C. ORMEROD. 


Friday, March 23rd, 1962—5.30 p.m. “Brain Abscess.” —Mr. E. J. RADLEyY- 
SMITH. 


on 


Wednesday, April 4th, 1962—5.30 p.m. “Clinical Pathological Conference.” — 
Dr. I. FRIEDMANN, Dr. D. A. OSBORN. 


Friday, April 6th, 1962—5.30 p.m. “Surgery or radiotherapy for cancer of the 
throat.’-—Mr. ANTHONY RADCLIFFE. 


Wednesday, May 2nd, 1962—5.30 p.m. “Clinical Pathological Conference.””— 
Dr. I. FRIEDMANN, Dr. D. A. OsBoRN. 


Friday, May 11th, 1962—5.30 p.m. ‘‘The significance of orbital swellings in nasal 
accessory sinus disease.””—Mr. G. H. HowELts. 


Friday, June Ist, 1962—5.30 p.m. “Surgery of the lower cesophagus.’’—Mr. 
GEORGE QVIST. 


Wednesday, June 6th, 1962—5.30 p.m. “‘Clinical Pathological Conference.’’— 
Dr. I. FRIEDMANN, Dr. D. A. OsBorN. 


GUEST LECTURES AT AN ADVANCED LEVEL 


open to all members of the Speciality and to postgraduate students 
(whether enrolled students of the Institute or not) 


Thursday, February Ist, 1962. 5.30 p.m. at the Royal College of Surgeons. 
Mr. Geoffrey H. Bateman, London. ‘‘Hypophysectomy.”’ 


Saturday, February 3rd, 1962. 12 noon at the Institute. 
Professor H. K. Kristensen, Copenhagen. ““Temporal Bone Pathology.” 


Thursday, March Ist, 1962. 5.30 p.m. at the Royal College of Surgeons. 
Mr. Alan H. Hunt, London. ‘‘Tumours of the Upper Jaw.” 


Thursday, March 15th, 1962. 5.30 p.m. at the Institute. 

Professor Michele Arslan, Padova. “The Pathogenesis of Otosclerosis 
(Histochemical Research).”’ 
Thursday, May 3rd, 1962. 5.30 p.m. at the Royal College of Surgeons. 

Dr. I. Friedmann, London. ‘‘Electron Microscopy in Otolaryngology”’. 
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ROYAL COLLEGE OF SURGEONS 
OTOLARYNGOLOGY LECTURES 


THE following lectures, arranged jointly by the Royal College of Surgeons of 
England and the Institute of Laryngology and Otology, will be delivered in 
the Lecture Hall of the College on Thursday afternoons at 5.30 p.m. 

1962 

February 1st. Mr. GEOFFREY H. BATEMAN. “‘Hypophysectomy.”’ 

March Ist. Mr. ALAN H. Hunt. “Tumours of the Upper Jaw.” 

May 3rd. Dr. I. FRIEDMANN. “‘Electronmicroscopy in Otolaryngology.” 


FIRST INTERNATIONAL SYMPOSIUM 
of the 
MANHATTAN EYE, EAR AND THROAT HOSPITAL 
PLASTIC AND RECONSTRUCTIVE SURGERY OF THE EYE, 
EYELIDS & ADNEXA 
May 2ist-25th, 1962 
New York City 


Honorary President: Prof. Varaztad H. Kazanjian. 

Chairman: Prof. Richard C. Troutman. 

Programme Chairmen: Prof. John M. Converse and Dr. Byron Smith. 

Executive Committee: Prof. Joaquin Barraquer, Prof. Benjamin F. Boyd, 
Dr. Blair O. Rogers, Sir Benjamin Rycroft, Prof. Dr. Karl Schuchardt. 

Registration fee: $100 (U.S.A. and Canada). 

$ 50 (other countries). 

For further information, please write to: Prof. Richard C. Troutman, Chairman, 
First International Symposium of the Manhattan Eye, Ear and Throat 
Hospital, 210 East 64th Street, New York 21, N.Y. 


FIRST BRITISH ACADEMIC CONFERENCE IN OTOLARYNGOLOGY 


This will be held at the Royal College of Surgeons of England between 
June 16th and 2tst, 1963. 

There will be formal sessions at which invited speakers will read papers, and 
these will be discussed. 

A special feature will be seminars and revision courses conducted for small 
groups by known authorities on various topics in our specialty and allied 
subjects. These will include the basic sciences. 

Information about the Conference will be sent in due course to Otolaryngo- 
logical Associations and Societies overseas, and members of these will be 
welcome as participants. 

Further notifications will appear in this Journal from time to time. 
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